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RULES. 


Name. 


1.  The  name  of  the  Society  shall  be  "  The  Society  for  the 
Study  of  Disease  in  Children." 

Object  of  the  Society. 

2.  The  obje(;t  of  the  Society  shall  be  the  study  of  disease  and 
of  allied  subjects  in  children. 

Constitution. 

3.  The  Society  shall  consist  of  Ordinary,  Temporary,  and 
Honorary  Members. 

Qualification  for  Membership. 

4.  All  duly  registered  medical  men  shall  be  eligible  for 
membershiji. 

Officers. 

5.  The  officers  of  the  Society  shall  be  elected  from  the 
ordinary  members,  and  shall  include  an  Honorary  Treasurer, 
Honorary  Secretaries  (one  of  whom  shall  be  resident  in  the 
London  postal  district,  and  one  in  some  other  part  of  Great 
Britain  or  Ireland),  and  twenty-foiir  other  members,  of  whom 
at  least  one  third  shall  not  be  resident  in  the  London  postal 
district.  These  together  shall  constitute  the  Council,  and 
manage  the  affairs  of  the  Society. 

Oruinary  Members. 

H.  Thr  names  (»f  candidates  shall  l)e  proposed  ui)on  a  printed 
form  ])rovided  for  the  purpose,  and  signed  by  two  or  more 
mem!)ers  from  ]>ersonal  knowledge.  The  names  of  candidates 
shall  in  the  first  instance  l)e  submitted  to  the  Council,  in  which 
shall   be   vested  the   al)solute  power  of  declining   to  allow  the 
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nomination  to  proceed.  The  proposal  paper,  after  approval  by 
the  Council,  shall  l>e  read  at  an  Ordinary  Meeting  of  the  Society  ; 
and  the  ballot  shall  take  place  at  the  next  meeting.  No  election 
shall  be  valid  unless  at  least  ten  members  vote,  and  no  candi- 
date shall  be  elected  who  fails  to  obtain  four  fifths  of  the  votes 
recorded.  No  rejected  candidate  shall  be  eligible  for  proposal 
until  twelve  months  have  elapsed. 

Form  of  Admission. 

7.  Every  Ordinary  Memlier,  after  his  election,  and  after  pay- 
ment of  the  annual  subscription,  and  of  the  entrance  fee  (if 
any),  shall  sign  the  roll  of  members,  declaring  thereby  his 
adhesion  to  the  Rules  of  the  Society. 

Temporary  Members. 

8.  Any  resident  medical  officer  of  a  hospital  or  infirmary  shall 
be  eligible  for  election  by  the  Council  as  a  Temporary  Member 
of  the  Society  for  a  period  of  twelve  months,  without  payment 
of  any  subscription  or  entrance  fee.  He  shall  be  entitled  to 
attend  the  ordinary  Meetings,  but  he  shall  not  have  a  vote,  shall 
not  be  eligible  for  office,  shall  not  be  entitled  to  receive  a  copy 
of  the  '  Reports,'  and  shall  not  introduce  visitors.  If,  at  the 
termination  of  the  period  for  which  he  has  been  elected  a  Tem- 
porary Member;  he  desires  to  become  an  Ordinary  Member  of 
the  Society,  he  must  go  through  the  usual  form  of  election,  but 
shall  be  exempt  from  paying  any  entrance  fee. 

Honorary  Members. 

9.  The  Council  shall  have  power  to  propose  for  election  as 
Honorary  Members  the  names  of  persons  eminent  in  medicine, 
surgery,  or  the  collateral  sciences.  The  Honorary  Members, 
who  shall  not  exceed  twelve  in  number,  shall  be  balloted  for, 
after  proposal  by  the  Council,  at  a  General  Meeting  of  the 
Society,  and  be  subject  tc>  the  same  rules  as  govern  the  election 
of  orctinary  members.  They  shall  enjoy  all  the  privileges  of 
ordinary  members,  voting  excepted.  They  shall  not  be  called 
upon  to  pay  any  fee  or  subscription. 

Resignation  and  Expulsion  of  Members. 

10.  Any  member  may  retire  from  the  Society  on  giving 
written  notice  of  the  intention  to  do  so  to  one  of  the  Secretai'ies 
and  on  paying  any  contributions  that  may  be  due. 

The  name  of  any  member  may  be  expunged  from  the  Society's 
roll  only  at  a  General  Meeting  convened  by  the  Council  specially 
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for  consideration  of  the  case.  At  least  ten  votes  must  be  re- 
corded, and  four  fifths  of  the  votes,  if  recorded  in  favour  of  the 
expulsion,  shall  be  decisive.  Any  person  expelled  in  accordance 
with  this  rule  shall  forfeit  all  claim  upon  the  Society. 

SUBSCKIPTIONS. 

11.  The  annual  sul)scription  for  Ordinary  Members  shall  be 
One  Guinea,  payable  in  advance  at  the  beginning-  of  the  session 
in  October.  Ordinary  Members  elected  after  July  the  31st,  1901 . 
shall  i>ay  an  entrance  fee  of  One  Guinea  ;  but  in  the  case  of  any 
member  elected  sulisequently  to  Easter  in  any  year  the  member 
shall  not  be  called  iipon  to  pay  a  subscription  during- the  ensuing 
session.  Original  Members  pay  no  entrance  fee.  A  member 
shall  at  any  time  be  exempted  from  f virther  annual  subscriptions 
by  paying  a  composition  fee  of  Ten  Guineas. 

A  member  whose  subscription  is  six  months  in  arrear  shall  be 
reminded  of  the  fact  by  one  of  the  Honorary  Secretaries  ;  and  if 
the  amount  due  remain  unpaid  during  the  current  year,  his 
name  may  he  removed  by  the  Council  from  the  list  of  members. 

Election   of  Officers. 

12.  The  Officers  of  the  Society  shall  be  elected  by  ballot  at 
the  Annual  Meeting.  No  member,  except  the  Honorary 
Treasurer,  may  hold  the  same  office  for  a  longer  peri<id  than 
three  consecutive  years.  A  list  of  names  recommended  by  the 
Council  for  election  shall  be  sent  to  each  ordinary  member  at 
least  fourteen  days  before  the  Annvial  Meeting  of  the  Society. 
A  name  or  names  may  be  siibstituted  on  the  voting  paper  for 
that  of  any  member  or  members  proposed  by  the  Council  for 
election.  Two  Scrutineers  shall  be  appointed  by  the  Chairman 
at  the  commencement  of  the  Annual  Meeting,  and  their  duty 
shall  be  to  receive  and  examine  the  balloting  lists,  and  report 
the  results  to  the  meeting.  In  the  case  of  ecpial  V(^ting  the 
Chairman  shall  decide  by  lot. 

HoNOKAHY  Treasurer. 

18.  The  Honorary  Treasurer  shall  have  charge  of  the  funds 
of  the  Society,  and  keep  an  account  in  an  (orderly  and  business- 
like way  of  all  sums  that  pass  through  his  hands.  He  shall 
receive  all  moneys  due  to.  and  ]>ay  all  moneys  due  from,  the 
Society,  only  after  the  accounts  have  been  passed  by  the 
Council  and  signed  by  two  of  the  members  present.  He  shall 
keep  a  printed  receipt-book  for  subscriptions  and  fees,  and 
every  receipt  shall  be  signed  by  him  and  countersigned  by  one 
of  the  Honorary  Secretaries.     He  shall  prepare  an  annual  state- 
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ineut  of  accounts,  Avliicli  shall  be  audited  by  two  ordinary 
members  of  the  Society  not  in  ofhee,  and  presented,  with  the 
Council's  Report,  to  the  next  Auniuil  Meeting.  He  shall  keep 
a  separate  banking  account  in  the  name  of  the  Society,  and  shall 
invest  the  funds  from  time  to  time  as  directed  by  the  Council. 
The  Honorary  Treasurer  shall  be  ex  officio  a  member  of  Council. 

Honorary  Secretaries. 

14.  The  Honorary  Secretaries  (or  one  of  them)  shall  conduct 
all  correspondence,  notify  to  new  members  their  election,  and 
convene,  attend,  and  minute  all  meetings  of  the  Society,  of  the 
Council,  and  of  any  committees  appointed  by  the  Council. 
They  shall  arrange  the  order  of  proceedings  at  all  meetings. 
They  shall  submit  to  the  Council  all  official  communications  and 
all  nominations  for  membership  in  the  Society.  They  shall 
keep  a  register  of  all  cases  and  papers  communicated  to  the 
Society,  and,  unless  otherwise  decided  by  the  Council,  shall  act 
as  editors  of  all  publications  authorised  hj  the  Council.  They 
shall  keep  a  roll  of  the  officers  and  members  of  the  Society.  In 
the  discharge  of  these  various  duties  the  Secretaries  shall  have 
power  to  employ  clerical  assistance,  to  use  printed  or  typed 
forms,  and  to  prepay  postages  and  telegrams.  They  shall  be 
ex  officio  members  of  Council. 

Meetings. 

15.  These  shall  be  Ordinary,  Special,  and  General. 
Ordinary  Meetings  shall  be  held  at  hospitals  in  London   or 

elsewhere,  or  in  places  appointed  by  the  Council.  There  shall 
not  be  more  than  eight  Ordinary  Meetings  in  the  year,  and  of 
these  one  at  least  shall  be  held  elsewhere  than  in  London.  The 
meetings  shall  take  place  u]ion  the  third  Friday  in  the  months 
of  October,  November.  January,  February,  March.  April,  May, 
and  June,  at  5.30  p.m.,  unless  otherwise  arranged  by  the  Council. 
They  shall  not  be  of  longer  duration  than  two  hours,  except  by 
special  resolution  of  the  Meeting.  Clinical  and  Pathological 
Demonstrations,  and  discussions  thereon,  shall  take  precedence 
over  papers.  Nothing  relating  to  the  laws  or  the  management 
of  the  Society  shall  be  discussed  at  an  Ordinary  Meeting. 

Special  Meetings  may  be  convened  by  the  Council  for  the 
purpose  of  discussing  a  subject  or  subjects  deemed  to  be  of 
]>articular  interest  in  relation  to  disease  in  children,  or  to  allied 
subjects. 

A  General  Meeting  shall  be  called  by  the  Honorary  Secretaries 
on  the  requisition  of  any  five  members  of  Council  or  of  any 
twenty  ordinaiy  members  of  the  Society.  At  least  fourteen 
days'   notice  shall  be   given  to  every  ordinary  member  of  the 


Society ;  and  the  character  of  the  business  to  l»e  transacted  at 
such  meeting  shall  be  stated  on  the  summons  paper.  No 
business  other  than  that  set  forth  upon  the  summons  paper 
shall  be  considered  at  the  meeting. 

The  AnnuaJ  General  Meetiiuj  shall  be  held  at  a  time  and  in  a 
place  determined  bv  the  Council,  fourteen  days'  notice  having 
been  given  to  every  ordinary  member  of  the  Society.  Its 
business  shall  include  election  of  officers,  presentation  of  the 
annual  Report  of  the  Council,  and  the  discussion  of  any  pro- 
posed alteration  or  alterations  in  the  I'ules  (notice  of  which  shall 
be  given  in  the  summons  convening  the  meeting).  Ten  ordinary 
members  shall  form  a  quorum.  No  change  in  the  rules  shall 
be  valid  unless  three  fourths  of  the  votes  are  recoi'ded  in  favour 
of  the  alteration.  A  notice,  written  or  printed,  may  be  served 
upon  any  member,  either  personally  or  by  sending  it  through 
the  post  in  a  prepaid  letter,  addressed  to  such  member  at  his 
registered  address. 

Chairman. 

16.  A  Chairman,  who  must  be  an  ordinary  member  of  the 
Society,  shall  be  chosen  by  show  of  hands  or  by  ballot  at  the 
commencement  of  each  meeting,  Avhether  ordinary,  special,  or 
general.  He  shall  sign  the  minutes  of  the  preceding  meeting 
or  meetings,  regulate  the  proceedings,  check  in-egularities, 
interpret  the  application  of  the  laws,  and  enforce  the  recognised 
rules  of  debate.  The  Chairman  shall  have  an  ordinary  and  a 
casting  vote. 

Publications. 

17.  Keports  shall  be  published  in  such  manner  and  at  such 
times  as  the  Council  may  direct.  A  copy  shall  be  forwarded 
free  to  every  Honorary  Member  of  the  Society,  and  to  every 
ordinary  member  whose  subscription  is  not  in  arrear. 

Visitors. 

18.  An  ordinary  member  may  introduce  two  medical  men  as 
visitors  at  ordinary  meetings  of  the  Society.  Visitors  shall  sign 
their  names  in  the  l)ook  provided  for  the  purpose.  On  the 
invitation  oi  the  Chairman,  visitors  shall  be  permitted  to  take 
part  in  the  discussions  of  the  Society.  The  same  visitor  shall 
not  be  introduced  more  than  twice  during  one  session. 

Council. 

19.  The  Council  shall  have  the  management  of  the  affairs  of 
the  Society,  and  shall  meet  as  often  as  may  be  necessary  for  the 
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transaction  of  business.  Seven  days'  notice  of  each  meeting 
shall  be  sent  by  the  Honorary  Secretaries  to  every  member  of 
Council.  Five  members  shall  form  a  quorum.  The  Council 
shall  determine  questions,  if  necessary,  by  ballot.  The  Council, 
at  its  first  meeting,  shall  elect  from  amongst  its  members  a 
Chairman,  to  preside  over  its  deliberations  during  the  session. 
He  shall  not  hold  office  f(.)r  longer  than  two  consecutive  vears. 
In  his  absence  the  chair  shall  be  taken  by  some  other  member 
of  Council,  duly  proposed  and  seconded.  The  Chairman  of 
Council  shall  have  a  casting,  in  addition  to  an  ordinarv  vote. 
The  Council  shall  from  time  to  time  make  regulations,  issue 
insti'uctions,  appoint  committees,  and  take  any  other  lawful 
steps  to  further  the  good  government  of  the  Society.  He 
shall  prepare  and  present  to  the  Annual  Meeting  a  Report 
upon  the  state  of  the  Society.  The  Council  shall  be  em- 
powered to  fill  all  vacancies  that  niay  occur  from  death  or 
otherwise  between  one  Annual  Meeting  and  another.  It 
shall  decide  all  questions  relating  to  the  publication  of  the 
'  Reports.'  It  shall  annually  depute  three  of  its  members, 
with  the  Honoi'aiy  Secretaries,  to  form  a  Committee  of 
Reference,  the  duty  of  which  shall  be  to  determine  the 
acceptance  of  communications  referred  to  it  by  the  Honorary 
Secretaries.  The  Council  shall  be  elected  by  ballot  at  the 
Annual  Meeting.,  One  third  of  its  members,  exclusive  of  the 
Honorary  Treasurer  and  the  Honoi*arv  Secretaries,  shall  be 
replaced  annually  by  an  equal  number  of  ordinary  members  of 
the  Society.  An  Extraordinary  Meeting  of  Council  may  be 
called  (1)  by  the  Chairman  of  C<^)uncil,  or  (2)  by  the  Honorary 
Secretaries,  and  (3)  shall  be  called  by  the  Honorary  Secretaries 
on  the  re([Vusition  of  any  five  members  of  Council.  Seven  days' 
notice  of  such  extraordinary  meeting  must  be  given  in  writing 
by  the  Honorary  Secretaries  to  every  member  of  Council  upon  a 
summons  paper  specifying  the  object  for  which  the  meeting  is 
called. 


ANNUAL  REPORT  OF  THE  COUNCIL. 

Frciiinitcd  at   the   (general  Mcetiiiy  on   Jnli/   flic  2'Sril,  19C)o. 


The  Council  have  pleasure  in  ve])orting'  that  the  Society 
now  includes  285  nienihers.  They  de])lore  the  loss  l)y 
death  of  F.  Mauley  Siuis^  Physician  to  H.R.H.  the  Buke 
of  Cambridge,  who  died  in  December,  1902. 

The  Provincial  Meeting  of  the  S<jciety  was  held  on 
June  the  20th,  1903,  at  the  Royal  Alexandra  Hospital  for 
Sick  Children,  Brighton,  under  the  ]n-esidency  of  Dr. 
Wayland  C.  Chaft'ey.  "^I'lie  meeting  was  attended  by 
some  fifty  members  and  visitors.  Many  clinical  cases  wei-e 
shown  and  eleven  connnunications  were  read.  A  Com- 
mittee, consisting  of  Mr.  Clinton  Dent,  Mr.  Francis 
Jaifi-ey,  Dr.  Dawson  Williams,  Mr.  Sydney  Stephenson, 
and  ]\Ir.  AUVed  H.  Tubby,  was  ajijiointed  to  inquire  into 
the  (juestion  of  the  treatment  of  surgical  tulierculosis  in 
urban  hospitals.  The  Council  have  a])])ointed  Mr.  R. 
Clement  Lucas  to  deliver  the  Wightman  Lecture  in  the 
Session  of  1904. 

The  Council  a])pointed  one  of  their  members,  Dr. 
Fletcher  Beach,  to  attend  the  International  Medical 
Congress  at  Miidi'id  in  May,  1908,  as  a,  delegate  fi'om  the 
Society.       His  report  is  a])])ended. 

The  (Council  have  decided  that  the  Annual  Dinner  of 
the  Society  shall  be  held  after  the  first  Ordinai-y  Meeting 
of  th(!  Society  in  the  luouth  of  October,  1908. 

'^I^Ki  Honorary  Treasurer's  Bahince-sheet  shows  the 
Society  to  be  in  a  sound  state  hnaucially. 
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Dr.  Fletcher  Beach's  Report. 

Tlw  Infeniaficmal  Medical  Coiigirs.s  at  Madrid,  1908. 
Section,  of  Pediatrics. 

This  Section  met  in  a  large  room  on  the  first  floor 
of  the  Royal  Lihrary  and  Musenm,  and  was  very  well 
attended.  The  President,  Dr.  Francisco  Criado  y  Aguilar, 
took  the  chair  at  nine  o'clock  on  Friday  morninu",  April 
the  24th,  and  welcomed  the  members. 

Six  Reports  were  read,  tlie  titles  being — 

''The  Thera]ientic  \^alue  of  tiie  Use  of  Serum  in 
Diphtheria." 

"The  Treatment  of  Chib-foot." 

"The  Treatment  of  Tuberculous  Joints." 

"The  Feeding  of  Infants." 

"  The  Necessity  of  organising  Institutieais  called  '(louttes 
de  Lait'  (for  distributing  sterilised  milk  to  mothers)  in 
order  to  diminish  the  Moi'tality  of  Breast-fed  Children." 

"  Thalassotherapeutics  in  Childhood." 

There  were  upwards  of  eighty  communications,  and  a 
large  number  of  them  had  to  be  taken  as  read,  for  the 
Congress  only  met  on  five  mornings  from  nine  to  twelve 
o'clock,  and  two  afternoons  from  two  to  five  o'clock. 

An  P]nglishman,  Dr.  Poynton,  of  London,  read  a  })a])ei' 
on  "A  microbic  agent  considered  as  the  connecting  link- 
between  chorea,  endocarditis,  and  articnlar  rheumatism  in 
children."  The  close  association  of  chorea  and  rheumatism 
had  been  proved  by  many  writers,  and  he  and  Dr.  Paine 
had  pi'oduced  choi'ea  experimentally  in  a  rabbit  by  inocu- 
lating it  with  the  diplococcus  of  rheumatic  fever,  and  they 
had  found  the  diplococcus  in  the  pia  mater  and  the  endo- 
thelium of  the  cortical  vessels.  They  had  also  found 
micrococci  in  the  mitral  valve,  the  cei-ebral  cortex,  and 
the  pia  mater  in  a  fatal  case  of  human  chorea. 

Two  papers  were  read  on  the  "  fxouttes  de  Lait  "  insti- 
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tutioiis.  Dr.  Peyi'oux,  of  Paris,  said  that  these  establish- 
ments were  concerned  almost  entirely  with  artificial  feeding, 
and  the  results  had  not  been  satisfactory  on  account  of  the 
difficulties  connected  with  supervising  the  sterilised  milk. 
He  thovight  that  by  distributing  the  sterilised  milk  to 
mothers  without  making  inquiries  as  to  their  home  circum- 
stances, and  their  possible  ability  to  suckle  their  children, 
breast-feeding  had  been  discouraged,  and  these  institutions 
should  not  he  supported. 

Dr.  Deutch,  of  Budapest,  said  that  women  who  were 
insufficiently  fed  could  not  suckle  their  children  properly, 
and  milk  should  be  distributed,  and  tickets  for  soup 
kitchens  given  to  them.  If  the  child  did  not  gain  in 
weight,  artificial  feeding  should  be  combined  with  the 
suckling. 

The  titles  of  some  <jf  the  other  papers  were — 

"  The  Treatment  of  Tuberculosis  in  Children  by  Meat 
Juice  and  Raw  Meat." 

"  The  Production  of  Surgical  Anaesthesia  in  Children  by 
Intra-spinal  Injections  of  One-seventh  of  a  drain  of 
Cocaine." 

"The  Ti'eatment  of  l^urulent  Ophthalmia  in  the  New- 
liorn." 

"  Child  Mortality  in  Madrid." 

"The  Pathology  and  Treatment  of  Pseudo-hypert]-o])hic 
Paralysis." 

"  Coryza  in  Suckling  Infants  as  an  Early  Sign  of 
Hereditary  Syphilis." 

The  following  resolutions  were  j^assed. 

1.  The  food  during  early  infancy  should  be  mother's 
milk.  Natural  milk  is  always  ]ireferable  to  artificial, 
thei'c  l)eing  at  present  no  effective  substitute  to  take  its 
place.  The  employment  of  wet-uui"ses  should  be  regulated, 
legislation  for  the  protection  of  infants  in  this  direction 
being  urgently  needed ;  the  formation  of  an  international 
league  for  the  study  of  infant  mortality  and  the  means  of 
preventing  it  is  also  necessary. 

2.  Serum-therapy  has  brought  about  a  great    improve- 
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ment  in  the  treatment  of  varicjus  diseases,  such  as  diph- 
theria, scarlatina,  and  typhoid  fever  in  children.  Further 
and  more  detailed  studies  in  re^'ard  to  this  treatment  are, 
however,  desirable. 

3.  In  view  of  the  obscurity  in  the  nomenclature, 
classification,  and  nosology  of  diplegias,  a  revision  (jf  the 
whole  chapter  of  infantile  diplegias  is  recommended. 

4.  The  section  is  unanimous  in  the  wish  to  see 
multiplied  on  the  sea-coasts  marine  sanatoria  in  view  of 
the  prophylactic  and  curative  effects  of  seaside  treatment. 
It  also  recommends  the  foundation  of  school  colonies, 
climatological  stations,  inland  sanatoria,  convalescent 
homes,  etc.,  for  the  benefit  of  infants. 
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Meetings  of  the   Society   were   held  during  the   Session   of 
1902—1903  at  the  ^indermentioned  'places. 

1.  Friday,    October   the    17th,    1902.— The    Medical   Society, 

Chaudos  Street,  Cavendish  Sqnai-e,  W.  Dr.  George  A. 
Sutherland  in  the  Chair. 

2.  Friday,  November   the   21st,   1902.— The  Medical  Society, 

Chandos  Street,  Cavendish  Square,  W.  Dr.  A.  E. 
Sansom  in  the  Chair. 

3.  Friday,  December  the  12th,  1902.— Special  Meeting  for  the 

Discussion  on  Tuberculous  Peritonitis.  The  Medical 
Society,  Chandos  St.,  Cavendish  Squai-e,  W.  Mr.  A.  H. 
Tubby  in  the  Chair. 

4.  Friday,   January   the    16th,    1903.— The   Medical    Society, 

Chandos  Street,  Cavendish  Square,  W.  Dr.  George 
E.  Shuttlewoiith  (Eichmond,  Surrey)  in  the  Chair. 

5.  Friday,    February   the   20th,   1903.— The  Medical  Society, 

Chandos  Street,  Cavendish  Square,  W.  Dr.  Edmund 
Cautley  in  the  Chair. 

6.  Friday,    March    the    20th,    1903.— The    Medical    Society, 

Chandos  Street,  Cavendish  Square,  W.  Dr.  Henry 
AsHBY  (Manchester)  in  the  Chair. 

7.  Friday,  April  the  17th,  1903.— The  Medical  Society,  Chandos 

Street,  Cavendish  Square,  W.  Dr.  Lewis  Marshall 
(Nottingham)  in  the  Chair. 

8.  Friday,  May  the  15th,  1903.— The  Medical  Society,  Chandos 

Street.  Cavendish  Square,  W.  Dr.  Frederick  Taylor 
in  the  Chair. 

9.  Saturday,  June  the  20th,  1903  (Provincial  Meeting).— The 

Royal  Alexandra  Hospital  for  Sick  Children,  Brighton. 
Dr.  Wayland  C.  Chaffey  in  the  Chair. 
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(O.M.  =  Original  Member.  T.  =  Treasurer.  S.  =  Secretary.  P.S.  = 
Provincial  Secretary.  Ed.  =  Editor  of  the  Reports.  C.  =  Member  of 
the  Council.     *  =  Life  Member.     C.C.  =  Chairman  of  Council.) 


Elected 

O.M.  Abbott,  Francis  Charles,  M.S.,  Assistant-Surgeon  at 
St.  Thomas's  Hos|>ital;  Surgeon  at  The  Evelina 
Hospital  for  Sick  Children ;  34,  Weymouth  Street,  W. 

O.M.  Abrahams,  Bertram  Louis,  M.B.,  Medical-Eegistrar 
at  Westminster  Hospital ;  14,  Welbeck  Street,  W. 

O.M.  Achard,  Alexander  Louis,  M.D.,  9,  Blandford  Street, 
Manchester  Sc^uare,  W. 

1902  Adams,  Charles  E.,  227,  Gipsy  Road,  S.E. 

1901  Allingham,  Herbert  William,  Surgeon  to  H.M.  The 
King ;  Surgeon  at  The  Great  Northern  Hospital ; 
Assistant-Surgeon  at  St.  George's  Hospital;  25, 
Grosvenor  Street,  W. 

O.M.  Alliott,  Alexander  John,  M.D.,  Surgeon  at  The  Hip 
Hospital,  Sevenoaks  ;  The  Vine,  Seveuoaks. 

1903  Anderson,   J.    Ford,    M.D.,    41,    Belsize    Park,   N.W. 

(C.) 

1901  Andriezen,  William  Lloyd,  M.D.,  7,  Apsley  Terrace, 
Acton. 

1901  Archdale,  Mervyn  A.,  M.B..  East  Riding  Lunatic 
Asvlum,  Beverley. 
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Weded 

1902  Armoue.  Donald  John,  M.B.,  Assistaut-Surgeou  at  The 
West-London  Hospital ;  Senior  Assistaut-Snrc^eon  at 
The  BeUa-ave  Hospital  for  Children;  89,  ^Harley 
Street,  W. 

O.M.  Armstrong,  Henry  Gteorge,  Medical-Ofl&cer  at  Welling- 
ton College;  Wellington  College,  Berks.  (C.  1900— 
1901.) 

1901  Armstrong,  John  T.,  Selby  House,  Beaumont  Terrace, 

West  Kensington,  W. 

O.M.  AsHBY,  Henry,  M.D.,  Physician  at  The  Manchester 
Greneral  Hospital  for  Children  ;  Lecturer  on  Diseases 
of  Children  at  Owens  College  ;  13,  St.  Johu  Street, 
Manchester.     (C.  1900—1903.) 

O.M.     Barnardo,  Thomas  John,  18,  Stepney  Causeway,  E. 

1900  Barr,  James,  M.D.,  Physician  at  The  Royal  Infirmary, 

Liverpool;  72,  Rodney  Street,  Liverpool. 

1902  Barrett,  Alfred  Keppel,  2,  Peel  Place,  London,  W. 

1901  Battams,  J.  Scott,  123,  Lavender  Hill,  S.W. 

O.M.  Beach,  Fletcher,  M.B.,  Physician  at  The  West-End 
Hospital  for  Diseases  of  the  Nervous  System  :  Win- 
chester House,  Kingston  Hill,  Surrev.  (C.  1900— 
1903.) 

1901  Beddard,  Arthur  Philip,  M.D.,  Senior  Assistant- 
Physician  and  Pathologist  at  The  West-London  Hos- 
pital ;  44,  Seymour  Street,  W. 

1903  Belfrage,  Sydney  H.,  M.D.,  1,  Montagu  Place,  W. 

1901  Benjafield,     W.     B.,     M.B.,     "  Bletchenden,"    Lower 

Edmonton,  N. 

1900  Blagg,  Arthur  F.,  M.D.,  Physician  at  The  Orthopaedic 
Hospital  for  Children,  Bristol ;  28,  Caledonia  Place, 
Clifton,  Bristol. 

1902  Blaikie,    James    Brunton,    M.B.,    Physician    at    The 

Hospital  for  Consumption,  Margaret  Street,  W.  ;  22, 
G-rosvenor  Street.  W. 

O.M.  Bluck,  Walter  Cardy,  M.B.,  Byford  House,  York 
Road,  Southend-on-Sea. 

O.M.  Blumfeld,  Joseph,  M.D.,  Assistant-Anaesthetist  at 
St.  George's  Hospital  ;  7,  Cavendish  Place,  W. 

1900  Bolus,  Harry  Boulcott,  M.B.,  "  Haddon,"  Beckenham, 
Kent. 
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Elected 

O.M.     Boyd-Wallis,  Albert  W.,  Bi-entwoocl,  Essex. 
1903     Beaithwaite,  John,  M  D.,  Hardwick  Cliff,  Buxton. 
O.M.     Bkightman,  Frank,  Asplev  House,  Broadstairs,  Keut. 

1901  Brown,  John  Henry,  M.D.,  14,  Burngreave  Eoad, 
Sheffield. 

O.M.     Browne,  Hablot  J.  M.,  M.B.,  Hovlake,  Cheshire. 

1901  Bryant,  John  Henry,  M.D.,  Assistant-Physician  at 
Guy's  Hospital ;  8,  Mansfield  Street,  W. 

1901  Burgess,  William  Milner,  43,  Nicoll  Eoad,  Harlesden, 
KW. 

O.M.  BuRGHARD.  Fred.  Fran(;ois,  M.S.,  Surgeon  at  King's 
College  Hospital  and  at  Paddington-G-reen  Childi'en's 
Hospital :  86,  Harley  Street,  W. 

1901  Burt,     Albert      Hamilton,     34,     Montpelier      Eoad, 

Brighton. 

O.M.  Burton,  Charles  George,  77,  Church  Street,  Lower 
Edmonton,  N. 

1902  Buzzard,  E.  Farquhar,  MB.,  33,  Harley  Street,  W. 

1902     Bythell,  W.  J.  S.,  "  Woodcliffe,"  Prestwich,  Manchester. 

1902  Campbell.  Henry  Johnstone,  M.D.,  Senior  Physician 
at  The  Bradford  Eoyal  Infirmary. 

1901  Campbell,  Egbert,  M.B.,  Senior  Surgeon  at  The  Belfast 
Hospital  for  Sick  Children ;  63,  Great  Victoria  Street, 
Belfast. 

1901  Carless,  Albert,  Surgeon  at  King's  College  Hospital ; 
10,  Welbeck  Street,  W. 

O.M.  Carmichael,  James,  M.D.,  Consulting- Physician  at  The 
Eoval  Edinbui-gh  Hospital  for  Sick  Children ;  22, 
Northumberland  Street,  Edinburgh.     (C.  1900—1902.) 

O.M.  Carpenter,  George,  M.D  ,  late  Physician  at  The 
Evelina  Hospital  for  Sick  Children  :  Assistant-Phy- 
sician at  the  North- Eastern  Hospital  for  Children  ; 
12,  Welbeck  Street,  W.  (C.  1900—1901.)  (S.)  (Ed. 
1900—1903.) 

O.M.  Carre-Smith,  Herbert  L.,  74,  Holland  Park  Avenue, 
Holland  Park,  W.     (C.) 

1900  Cathcart,  George  C,  M.B.,  Senior  Assistant- Surgeon 
at  The  London  Throat  Hospital,  35,  Harlev  Street, 
W. 
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Elected 

O.M.  Cautley,  Edmund,  M.D.,  Physician  at  The  Belgrave 
Hospital  for  Children ;  Assistant-Physician  at  The 
Metropolitan  Hospital ;  15,  Upper  Brook  Street,  W. 
(C.  1900—1903.)     (*) 

1901  Cave,  Edward  John,  M.D.,  Physician  at  The  Eoyal 
United  Hospital,  Bath  ;  20,  Circus,  Bath. 

O.M.  Chaffey,  Wayland  C,  M.D.,  Physician  at  The  Royal 
Alexandra  Hospital  for  Children,  Brighton ;  18, 
Palmeira  Square,  Hove,  Sussex.      (C.  1900—1903.) 

1901  Chaldecott,  John  Henry,  Anaesthetist  at  St.  John's 
Hospital  for  Diseases  of  the  Skin,  at  The  Metropolitan 
Throat,  Nose,  and  Ear  Hospital,  and  at  Th-e  Italian 
Hospital ;  41,  Welbeck  Street,  W. 

O.M.  Chapman,  Charles  William,  M.D.,  Physician  at  The 
Hospital  for  Diseases  of  the  Heart,  Soho  Square;  21, 
Weymouth  Street,  W.     (C.) 

1901  Cheyne,  William  Watson,  C.B.,  CM.,  F.R.S.,  Surgeon 
at  King's  College  Hospital,  and  at  Paddington-Green 
Children's  Hospital ;  75,  Harley  Street,  W.  (C.  1901 
—1902.) 

O.M.     Chubb,  William  L.,  M.D.,  Darenth  House,  Sandgate. 

1901  Clapham,  E.  W.,  48,  Harley  Street,  W. 

O.M.  Clarke,  Ernest,  M.D.,  Surgeon  at  The  Central  Loudon 
Ophthalmic  Hospital;  Ophthalmic- Surgeon  at  The 
Miller  Hospital,  G-reenwich  ;  3,  Chandos  Street,  Caven- 
dish Square,  W. 

O.M.  Clarke,  James  Jackson,  M.B.,  Surgeon  to  Out-patients 
at  The  City  Orthopaedic  and  at  The  North- West- 
London  Hospitals  ;  18,  Portland  Place,  W. 

1902  CocKBURN,  Robert  P.,  64,  The  Avenue,  Ealing,  W. 

1902  Collie,  Robert  John,  M.D.,  Medical-Examiner  for  The 
School  Board  for  London ;  25,  Porchester  Terrace, 
Hyde  Park,  W. 

1902  Collier,  H.  Stanspield,  Surgeon  to  Out-patients  at 
St.  Mary's  Hospital,  and  Assistant-Surgeou  at  The 
Hospital  for  Sick  Children,  Great  Onuond  Street ;  35, 
Westbourne  Terrace,  W. 


XXI 1 1 

Elected 

1901  Collier,  Mark  Purcell  Mayo,  M.S.,  Senior  Assistant- 
Surgeon  at  The  North- West-London  Hospital ;  Con- 
sulting-Surgeon at  The  National  Hospital  for  Diseases 
of  the  Nervous  System;  133,  Harley  Street,  W. 

1901  Cooper,  Percy  Egbert,  M.D  ,  B.Sc.  "  Glenthorne," 
The  Downs,  Bowclon,  Cheshire. 

1901     Corner,  Harry,  M.D.,  Brook  House,  Southgate,  N. 

1901  Cox,  Joshua  J.,  M.D.,  Physician  for  Diseases  of  Children 

to  The  Clinical  Hospital,  Manchester  ;  38,  Deansgate, 
Manchester. 

1902  Cross,   Ernest,    W.,   "  The   Limes,"    Wallwood   Park, 

Leytonstone. 

1901  Crossley,    Leonard,     M.B.,     "  Beechwood,"     Arnside, 

Carnforth,  Lancashire. 

1902  Crowley,  Ealph  H..  M.D.,  Physician  at  The  Bradford 

Royal  Infirmary  ;  116,  Mauningham  Lane,  Bradford. 

1902  Curtis,  Henry  J.,  B.S.,  Assistant- Surgeon  at  The 
Royal  Hospital  -for  Women  and  Children ;  Surgeon 
at  the  North-Eastern  Hospital  for  Children  ;  152, 
Harley  Street,  W.     (C.) 

1901  Dawn  AY,  Archibald  Hugh  Payan,  Ansesthetist  at  The 
Royal  Orthopaedic  Hospital ;  48,  St.  Mary  Abbott's 
Terrace,  Kensington,  W. 

O.M.    Deas,  Frank,  Thorndale,  Merton  Park,  S.W. 

O.M.  Dent,  Clinton  T.,  M.C,  Surgeon  at  St.  G-eorge's  Hospital 
and  at  The  Belgrave  Hospital  for  Children  ;  61,  Brook 
Street,  W.     (CO 

1901  Dixon,  R.  Halstead,  M.B.,  3,  Florence  Terrace,  Ealing 
Common,  W. 

O.M.  DocKRELL,  Morgan,  M.D.,  Physician  at  St.  John's  Hos- 
pital for  Diseases  of  the  Skin  ;  9,  Cavendish  Square,  W. 

1901  DoDD,  Arthur  Herbert,  49,  Church  Road,  Hove. 
Sussex. 

1901     Douglas,  Arch.  R.,  Royal  Albert  Asylum,  Lancaster. 

1901     Drake-Brockman,  E.  F.,  Lieutenant- Colonel  I. M.S.,  late 

Professor  of  Physiology  and  Diseases  of  the  Eye  at  The 
Medical  College,  Madras,  and  late  Superintendent  at 
The  Eye  Infirmary,  Madras,  India ;  14,  Welbeck 
Street,  W. 
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Elected 

O.M.  Dkew,  Douglas,  B.S.,  Surgeou  at  The  North- Eastern 
Hospital  for  Children  and  at  The  Hospital  for  Women, 
Soho  Square  ;  49,  Devonshire  Street,  W. 

1901  Dun,  Egbert  Craig,  M.B.,  Surgeon  at  The  Liverpool 
Infirmary  for  Children  ;  6,  Rodney  Street,  Liverpool. 

1901     DuNLOP,  James,  Aveley,  Purfleet,  Essex. 

1901  Dunn,  W.  J.  Robertson,  46,  Wellington  Terrace,  West 
Derby  Road,  Liverpool. 

1901  Ebelsten,  Ernest  Alfred,  M.B.,  370,  Brixton  Road, 
S.W. 

O.M.  Edmunds,  Walter,  M.C,  Surgeon  to  Out-patients  at 
The  Evelina  Hospital  for  Sick  Children  ;  Surgeon  at  The 
Tottenham  Hospital ;  2,  Devonshire  Place,  W.  (C. 
1900—1903.) 

1901  Ellis,  W.  McDonogh,  M.D.,  Assistant-Physician  at 
The  Hospital  for  Women,  Bath  ;  Cedar  Lodge,  Bath. 

1901  Evans,  J.  Howell,  M.B.,  28,  Davies  Street,  Berkeley 
Square,  W. 

1901     Evans,  Thomas  Hy.,  95,  Shaw  Street,  Liverpool. 

O.M.  EwART,  William,  M.D.,  Senior  Physician  at  St.  George's 
Hospital  and  at  The  Belgrave  Hospital  for  Children ; 
33,  Curzon  Street,  Mayfair,  W. 

O.M.  Fenwick,  William  Soltau,  M.D.,  Senior  Physician 
at  The  London  Tempei'ance  Hospital,  and  Phvsician  at 
The  Evelina  Hospital  for  Sick  Children  ;  29,  Harley 
Street,  W. 

1901  Fisher,  H.  Wycliffe,  "  Rathescar,"  Greenbank  Drive, 

Sefton  Park,  Liverpool. 

O.M.  Fisher,  Theodore,  M.D.,  Pathologist  at  The  Bristol 
Royal  Infirmary,  and  Physician  to  Out-])atients  at  The 
Bristol  Hospital  lor  Sick  Children ;  Harlev  Lodge, 
Clifton  Down,  Bristol.     (C.  1900—1901.)    (P.S.) 

1902  Flower,  George  John  William,  "  Hendford,"  Yeovil, 

Somerset. 

1901     FoRSTER,  Henry  John,  119,    Victoria  Road,  Romford, 

Essex. 

1903  Fortescue-Brickdale,   John    Matthew,    M.A.,    M.D. 

Oxon.,  B.Ch.,  Registrar  and  Pathologist  to  The  Royal 
Hospital  for  Children  and  Women,  Bristol ;  52,  Pem- 
broke Road,  Clifton,  Bristol. 


XXV 

Elected 

O.M.  Fox,  T.  CoLCOTT,  M.B.,  Physician  for  Diseases  of  the 
Skin  at  Westminster  Hospital,  and  at  Paddington- 
Green  Hospital  for  Children  ;  14,  Harley  Street,  W. 

1901     Francis,  J.  E.,  Charlcote,  Northam,  North  Devon. 

1901  Freeland,  Ernest  Harding,  Surgeon  at  St.  George's 
and  St.  James's  Genei'al  Dispensary ;  145,  Harley 
Street,  W. 

1901  Frost,  Edmund,  M.B.,  "  Chesterfield,"  Chesterfield  Eoad, 
Eastbourne.   (*) 

O.M.  Fuller,  Andrew,  Local  Government  Board  Inspector  ; 
"The  Bushes,"  Chase  Road,  Oatlands  Park,  Wey- 
bridge,  Surrey. 

1901  George,  Alfred  Walter,  M.D.,  Surrey  House,  Shoot- 

up  Hill,  N.W. 

1900  Gervis,    F.    Harcourt,   M.D.,    1,    Lyncroft   Mansions, 

West  Hampstead,  N.W. 

O.M.     GiFFARD,  Henry  Edward,  Denhani  House,  Egham. 

O.M.  Giles,  Leonard  Thomason,  13,  Valley  Bi'idge  Parade, 
Scarborough. 

1902  GooDALL,  Edward  W.,  M.D.,  Medical  Superintendent  at 

The  Eastern  Hospital,  Homerton,  N.E.  ;  The  Eastern 
Hospital,  N.E. 

1901  Grant,  J.  Dundas,  CM.,  Surgeon  at  The  Central  London 

Throat  and  Ear  Hospital ;  1&,  Cavendish  Square,  W. 

O.M.  Gray,  Alexander  C.  E.,  M.D.,  1,  Elm  Park  Gardens, 
South  Kensington,  W. 

1901  GuLLAN,  Archibald  Gordon,  M.D.,  5,  Canning  Street, 
Liverpool. 

O.M.  Guthrie,  Leonard  George,  M.D.,  Physician  at  The 
Hospital  for  Epilepsy  and  Parahsis,  Regent's  Park  ; 
Assistant-Physician  at  The  North- West-London  Hos- 
pital ;  Senior  Physician  at  The  Paddington-Green  Chil- 
dren's Hospital ;  15,  Upper  Berkeley  Street,  W.  (C. 
1900—1903.) 

O.M.  Gwynne,  Charles  Nelson,  M.Ch.,  Surgeon  at  The  Chil- 
dren's Hospital,  Sheffield  ;  Highfield  House.  Sheffield. 
(C.) 


XXVI 

meded 

O.M.  Hawken,  Giles  Lockwood  Lang,  Surgeon  at  St.  Jolm's 
College,  Hui'stpierpoiut,  Sussex. 

1901  Hawthorne,  Charles  Oliver,  M.D.,  Physician  at  The 
Central  London  Ophthalmic  Hospital  ;  Assistant- 
Physician  at  The  Roval  Hospital  for  Children  and 
Women  ;  28,  Weymouth  Street,  W. 

1901  Hayes,  Thomas  C,  M.D.,  Professor  of  Obstetric-Medi- 
cine and  Diseases  of  Women  at  King's  College  Hos- 
pital ;  17,  Clarges  Street,  Mayfair,  W.' 

1901  Heywood,     Charles     Christopher,     M.B.,     Winter's 

Buildings,  St.  Ann  Street,  Manchester. 

1902  Hinds,  Frank.  M.D.,  Honorary- Surgeon  at  The  Infirmary, 

Worthing;   17,  Tennyson  Road,  Worthing. 

1901  Hobhouse,  Edmund,  M.D.,  Assistant-Physician  at  The 
Sussex  County  Hospital ;  Physician  at  The  Royal  Alex- 
andra Hospital  for  Children,  Brighton ;  36,  Bruns- 
wick Place,  Hove.      (C.) 

1901  HoPKiNSON,  Albert,  M.B.,  2,  Parsonage  Road,  Withing- 
ton,  Manchester. 

1901  Hutchison,  Robert,  M.D.,  Assistant-Physician  at  The 
London  Hospital,  and  at  The  Hospital  for  Sick  Chil- 
dren, G-reat  Ormond  Street ;  22,  Queen  Anne  Street, 
W.     (C.) 

O.M,  HuTTON,  David  Mount,  M.D.,  75,  Hoghton  Street, 
Southport. 

O.M.  HuTTON,  Henry  Richmond,  M.B.,  Phvsician  at  The  Man- 
chester General  Hospital  for  Children  ;  16,  St.  John 
Street,  Manchester.     (C.) 

1901     Huxley,  Henry,  o9,  Leinster  Gardens,  Hyde  Park,  W. 

O.M.  Jaffrey,  Francis,  Assistant-Surgeon  at  St.  George's 
Hospital ;  Surgeon  to  Out-patients  at  The  Belgrave 
Hospital  for  Children  ;  33,  Nottingham  Place,  W.    (C.) 

1901     James,  Charles  Alfred,  49,  Stamford  Hill,  N. 

O.M.  Jessop,  Walter  Hamilton  Hylton,  M.B.,  Ophthalmic- 
Surgeon  atr  St.  Bartholomew's  Hospital ;  73,  Harley 
Street,  W. 

1901  Johnson,  L.  Capper,  Lidgate  Park  Road,  Roundhay, 
Leeds. 


XX\II 

Elected 

1902  Johnson,  Raymond,  Surgeon  at  University  College  Hos- 

pital and  at  The  Victoria  Hospital  for  Children  ;   11, 
Wimpole  Street,  W. 

1901  Jones,  E.  White,  CM.,  Surgeon  at  The  Longton  Hos- 

pital ;  Chaplin  House,  Longton,  Staffordshire. 

O.M.^  Jones,  Robert,  Surgeon  at  The  Royal  Southern  Hos- 
l^ital,  Liverpool  ;  11,  Nelson  Street,  Liverpool.  (C. 
1900—1902.) 

1903  Jones,    W.     Llewelyn,     M.D.,    58,     Thomas     Street, 

Merthyr   Tydfil,    South   Wales. 

1902  Juckes,  Frank  Ambrose,  M.B.,  14,  Carfax,  Horsham, 

Sussex. 

1901  Kapadia,  S.  a.,  M.D.,  49.  Longridge  Road,  South  Ken- 

sington. 

1902  Kelson,  William  Hy.,  M.D.,  Assistant-Surgeon  at  The 

London  Throat  Hospital;  15,  Old  Burlington  Street,  W. 

1901  Kirk,  T.  Sinclair,  B.Ch.,  Surgeon  at  The  Belfast 
Children's  Hospital,  and  Assistant-Surgeon  at  The 
Royal  Hospital,  Belfast ;  19,  G-reat  Victoria  Street, 
Belfast.     (C.  1902— 1903.J 

O.M.     Knapton,  Gteorge,  Yew  Bank,  Bowdon,  Cheshire. 

O.M.  Lack,  Harry  Lambert,  M.D.,  Ear  and  Throat-Surgeon 
at  The  Children's  Hospital,  Paddingion-Grreen  ;  Surgeon 
at  The  Throat  Hospital,  Golden  Square  ;  48,  Harley 
Street,  W. 

1901  Lacy,  Alexander  Gtairdner,  "  Saumarez,"  Sunninghill, 
Ascot,  Berlvs. 

1901  Lake,  Richard,  Surgeon  at  The  Roval  Ear  Hospital ;  19, 
Harley  Street,  W.'" 

O.M.  Lambert,  Sydney  H.  A.,  M.B.,  Gothic  House,  Harrow- 
on-the-Hill. 

1901  Langdon-Down,  Percival  L.,  M.B.,  47,  Welbeck 
Street,  W. 

1900     Langdon-Down,  Reginald  Langdon,  M.B.,  47,  Welbeck 

Street,  W. 

O.M.     Lankester,  Alfred  Owen,  5,  Upj^er  Wimpole  Street,  W. 

O.M.  Lawson,  Arnold,  M.D.,  Assistant-Surgeon  at  The  Royal 
London  Ophthalmic  Hospital,  and  Ophthalmic- Sur- 
geon at  The  Children's  Hospital,  Paddington-Green  ; 
12,  Harley  Street,  W. 


XXVJIl 

Elected 

O.M.  Lee,  Philip  George,  Surgeon  at  The  Women  and  Chil- 
dren's Hospital,  Cork  ;  25,  St.  Patrick's  Hill,  Cork. 

1901  Leslie,  W.  Murray,  M.D.,  74,  Cadogan  Place,  Belgrave 
Square,  S.W. 

1901  Levy,  Alfred  G-oodman,  M.D.,  Physician  at  The 
Farringdon  General  Dispensary;  41,  Devonshire 
Street,^V. 

O.M.    Lewis,  Percy  G.,  M.D.,  Folkestone,  Kent. 

O.M.  Lister,  Thomas  David,  M.D.,  Registrar  and  Pathologist 
at  The  East-London  Hospital  for  Children  ;  95,  Wim- 
pole  Street,  W. 

1901  Livingstone,  George  R.,  35,  George  Street,  Dumfries, 
N.B. 

O.M.  Lucas,  R.  Clement,  B.S.,  Senior  Surgeon  and  Lecturer 
on  Sm-gerv  at  Guy's  Hospital :  Consultiug-Surgeon  at 
The  Evelina  Hospital  for  Sick  Children  ;  50,  Wimpole 
Street,  W.     (T.)     (*) 

O.M.  McCaw,  John,  M.D.,  Phvsician  at  The  Belfast  Hospital 
for  Children  ;  78,  Dublin  Road,  Belfast.  (C.  1901— 
1902.) 

O.M.     McKenzie,  Dan,  M.D.,  Holly  Lodge,  Leytonstone. 

O.M.  McKerron,  Robert  Gordon,  M.D.,  Senior  Physician 
at  The  Children's  Hospital,  Abeixleen  ;  1,  Albyn  Place, 
Aberdeen.     (C.  1902—1903.) 

1901  McNab,  Alexander  Anderson,  M.B.,  15,  Wesley 
Road,  Ariuley,  Leeds. 

1900  Macalister,  Charles  John,   M.D.,  Phvsician   at   The 
,  Liverpool  Royal  Southern  Hospital ;  35,  Rodney  Street, 

Liverpool.     (C.) 

1901  Mackintosh,    John    Stewart,    St.    Ive,    Piatt's   Lane, 

Hampstead,  N.W. 

1901  Mackintosh,  William  Alexander,  M.B.,  3,  Park 
Terrace,  Stirling. 

1901  Maitland,  Alfred  Derwent,  1,  Gloucester  Villas, 
Han  well,  W. 
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Elected 

1901  Makins,  GrEORGE  Henby,  C.B.,  Surgeon  at  St.  Thomas's 

Hospital ;  Consulting- Surgeon  at  The  Evelina  Hos- 
pital for  Sick  Children ;  47,  Charles  Street,  Berkeley 
Square,  W. 

O.M.  Malcolm,  John  D.,  CM.,  Surgeon  at  The  Samaritan  Free 
Hospital ;  13,  Portman  Street,  Portmau  Square,  W. 

O.M.  Marshall,  Lewis  W.,  M.D.,  Surgeon  at  The  Children's 
Hospital,  Nottingham ;  42,  The  Eopewalk,  Notting- 
ham.    (C.  1900—1903.) 

1900  May,  W.  Page,  M.D.,  9,  Manchester  Square,  W. 

1902  Maynard,  John  Seymour,  M.B.,  4,  Charles  Street,  St. 

James's  Square,  W. 

O.M.  MiLBURN,  Charles  Henry,  M.S.,  Surgeon  at  The 
Victoria  Hospital  for  Children,  Hull  ;  158,  Aulaby 
Eoad,  Hull. 

1902     Miller,  Charles  Hewitt,  The  London  Hospital,  E. 

1902  MiLLiGAN,  Wyndham  Anstruther,  cm..  Anaesthetist 
at  The  Creat  Northern  Central  Hospital ;  104,  Bethune 
Road,  N. 

1901  Milne,  Egbert,  M.D.,  32,  Bow  Road,  E. 

O.M.  Moline,  Paul  F.,  M.B.,  Anaesthetist  at  The  Victoria 
Hospital  for  Children,  Chelsea  ;  42,  Walton  Street, 
Chelsea,  S.W. 

1901  MoNSARRAT,  Keith  Waldegbave,  C.M.,  Assistant- 
Surgeon  at  The  Children's  Infirmary,  Liverpool ;  11, 
Rodney  Street,  Liverpool. 

1901  Montgomery.  W.  P.,  B.S.,  Surgeon  at  The  Children's 
Hospital,  Manchester ;  15,  St.  John  Street,  Manchester. 

1901  Morgan,    Cecil   Augustus,  M.B.,    6,    Somerset  Street, 

Portman  Square,  W. 

1902  Morgan,   Gteorge,    Senior   Surgeon   at   The   Children's 

Hospital,  Brighton ;  6,  Pavilion  Parade,  Brighton. 

1901  MoRisoN,  Alexander,  M.D.,  Physician  to  Out-patients 
at  The  Creat  Northern  Central  Hos2:)ital,  and  at  The 
Children's  Hospital,  Paddington-Green  ;  14,  Upper 
Berkeley  Street,  W.     (C) 

1901     Morton,  Samuel  Ernest,  72,  Burngreave  Road,  Sheffield. 

O.M.  Mossop,  Isaac,  Surgeon  at  The  Bradford  Children's 
Hospital ;  Victor  Lodge,  Manningham,  Bradford. 


XXX 

Elected 

1902  Mummery,  John  Percy  Lockhart.  M.B.,  10,  Caven- 
dish Place,  W. 

1901  MuNRO,  Henry  Acland,  M.B.,  "  Luhvorth,"  Eusliey 
Cireeu,  Catford,  S.E. 

1901  MuRTz,  Anton  Peter,  Clareville,  48,  Queen's  Eoad, 
Finsburv  Park,  N. 

1901  Nabarro,  David  N.,  M.D.,  Pathologist  at  The  Evelina 
Hospital  for  Sick  Children  ;  6,  Crown  Office  Row,  Inner 
Temple,  E.C. 

1901  Nash,  W.  Gifpord,    Surgeon   at   The  Bedford  County 

Hospital ;  Clavering  House,  Bedford. 

1902  Newbolt,  Gteorge  P.,  Siu-geon  at  The  Royal  Southern 

Hospital,  Liverpool ;  42,  Catherine  Street,  Liverpool. 

1901     NiSBET,  J.  Tawse,  M.D.,  7,  Croxteth  Road,  Liverpool. 

1901  Niven,    Robert,    Betlmal    House   Asvlum,    Cambridge 

Road,  N.E. 

1902  Northcote,  Percy,  M.B.,  101,  Jermyn  Street,  S.W. 

1901  Oldmeadow,  Lloyd  J.  H.,  M.D.,  15,  Half  Moon  Street, 
Piccadilly,  W. 

1901  Oppenheimer,  Heinrich.  M.D.,  63,  Finsburv  Pavement, 
E.C. 

1901  Palmer,  Frederick  S.,  M.D.,  7,  Gfordon  Place,  Gordon 
Square,  W.C 

1901  Pare,  John  William,  CM.,  64,  Brook  Street,  W. 

O.M.  Parkinson,  J.  Porter,  M.D.,  Physician  at  The  London 
Temperance  Hospital  and  Physician  at  The  North- 
Easteru  Hospital  for  Children;  57,  Wimpole  Street, 
W, 

1902  Parkinson,  Thomas  W.,  M.D.,  71,  Sloane  Street,  S.W. 

1903  Parry,     Robert    H.,     Surgeon    at     The    Victoria    In- 

firmary and  at  I'he  Royal  Hospital  for  Sick  Chil- 
dren, Glasgow  ;  3,  Royal  Crescent,  Queen's  Park, 
Glasgow.     (C.) 

1901  Paterson,  Alexander  Gordon,  M.D.,  South  Lodge, 
Ascot,  Berks. 

1903  Pearson,  S.  Vere,  M.B.,  Assistant-Physician  at  The 
East  London  Hospital  for  Children,  Shadwell ;  8, 
Serjeant's  Inn,  E.C. 


XXXI 

Elected 

19U1     Pedlet,  E.   Denisox,  Dental- Surgeon  at   The  Evelina 

Hospital    for     Sick     Children,     S.E. ;     17,      Railway 

Approach,  London  Bridge,  S.E. 

1901  Pendlebtjry,  Herbert  S.,  B.C.,  Assistant-Surgeon  at 
St.  George's  Hospital ;  44,  Brook  Street.  W. 

O.M.  Penrose,  Frank,  M.D.,  Physician  at  St.  George's  Hos- 
pital and  at  The  Hospital  for  Children,  Great  Ormoud 
Street ;  84,  Wimpole  Street,  W.     (*) 

1901  Perxet,    George,    Assistant  at   the   Skin  Department. 

University  Colleo-e  Hospital  :    77,  Upper    Gloucester 
Place,  N.iV.     (C.) 

O.M.  Peskett,  a.  W.  Chalmers,  M.B.,  Medical-Officer  at  The 
Nottingham  Children's  Hospital ;  15,  The  Eopewalk, 
Nottingham. 

1902  Phillips,  Hugh,  M.B.,  28,  Palace  Court,  W. 

1901  Poland,  John,  Senior  Surgeon  at  The  Miller  Hospital, 

Greenwich ;    Surgeon   at   The  Citv  Orthopaedic  Hos- 
pital ;  2,  Mansfield  Street,  W. 

1902  Potter,    Bernard   Elwell,    M.B.,    Resident    Medical 

Officer  at  St.  George's   Hanover   Square  Dispensary  ; 
16,   Little  Grosvenor  Street,  W. 

1901  PoTTS,  William  A.,  M.D.,  160,  Hagley  Road,  Birming- 
ham. 

O.M.  Power,  d'Arcy,  M.B.,  Assistant-Surgeon  at  St.  Bar- 
tholomew's Hospital  and  Surgeon  at  The  Victoria 
Hospital  for  Children,  Chelsea  ;  10a,  Chandos  Street. 
Cavendish  Square,  W.     (C.  1900—1901.) 

O.M.    Prangley,  Henry  J.,  Tudor  House,  Anei-ley,  S.E.     (*) 

1901     Pratt,  Eldon,  M.D.,  Henfield,  Sussex. 

1901  Pritchard,  George  Eric  Campbell,  M.B.,  14,  Crom- 
well Place,  South  Kensington,  S.W. 

1901     Qltennell,  Arthur,  Brentwood,  Essex. 
1901     Raw,  Nathan,  M.D.,  Mill  Road,  Liverpool. 

1901  Ray,  John  Howson,  Ch.M.,  Assistant-Surgeon  at  The 
Salford  Royal  Hospital ;  Surgeon  at  The  Children's 
Hospital,  Pendlebiu-y;  22,  St.  John  Street,  Manchester. 

1901  Reeves,  Henry  A.,  Surgeon  at  The  Hospital  for  Women 
and  at  Tlie  Roval  Orthopaedic  Hospital ;  70a,  Grosvenor 
Street,  W. 


XXXII 

Elected 

1901  Eendel,  Abthur  Bowen,  M.B.,  43,  Albion  Street,  Hvde 
Park,  W. 

1901     Rhodes,  John  Milson,  M.D.,  Didslmrj. 

1903     EiDLEY,  J.  Brooke,  M.D.,  32,  Sydenham  Road,  Croydon. 

O.M.  Roberts,  David  Lloyd,  M.D.,  Consulting-Obstetric- 
Physieian  at  The  Manchester  Royal  Infirmary ;  11,  St. 
John  Street,  Manchester. 

1901  Roberts,    George   A.,   Oaklauds,    Langton,   Tunbridge 

Wells. 

O.M.  Robinson,  Henry  Betham,  M.S.,  Assistant-Surgeon  at 
St.  Thomas's  Hospital  and  Surgeon  at  The  East- 
London  Hospital  for  Children;  1,  Upper  Wimpole 
Street,  W.     (C.) 

1902  Romer,    Harry,    M.B.,  132,    Marina,  St.  Leouard's-on- 

Sea. 

1901  Rose,  Samuel  Frank,  Assistant-Surgeon  at  The 
National  Pental  Hospital ;  Dental- Surgeon  at  The 
North-Eastern  Hospital  for  Children  ;  59,  Queen  Anne 
Street,  W. 

O.M.  Roth,  Bernard,  Orthopaedic- Surgeon  at  The  Royal 
Alexandra  Hospital  for  Children,  Brighton ;  38,  Harley 
Street,  W. 

1901  Rowland,    Penry   W.,   M.B.,  Royal  Sea-bathing  Hos- 

pital, Margate. 

1902  Rowlands,  Robert  Pugh,  The  College,  Gruy's  Hospital. 

1902  Roxburgh,  Alex.  Bruce,  M.B.,  Surgeon  at  The 
Poplar  Hospital,  and  Assistant-Surgeon  at  The 
Loudon  Hospital ;  7,  Henrietta  Street,  Cavendish 
Sciuare,  W.    (*) 

O.M.  RuGG,  George  L.,  106,  Knight's  Hill  Road,  West 
Norwood,  S.E. 

1901     Rumboll,  Sydney,  Cavendish  House,  Leeds. 

O.M.  Sansom,  a.  Ernest,  M.D.,  Consulting-Physician  at  The 
London  Hospital,  and  Consulting-Physician  at  The 
North-Eastern  Hospital  for  Children ;  84,  Harley 
Street,  W.    (C.C.  1900—1902.)    (C.  1902—1903.)     (*) 

O.M.     Sansom,  Henry  Arthur,  M.D.,  127,  West  End  Lane, 

N.W. 


XXXIII 

Elected 

1901  Schilling,  George,  58,  Crystal  Palace  Park  Eoad, 
Sydeuliani,  S.E. 

O.M.  Sequeira,  James  H.,  M.D.,  Plivsiciaii  in  Charge  of  the 
Skin  Department,  The  London  Hospital ;  13,  Welbeclv 
Street,  W. 

1901  Shackleton,  William  Webb,  M.B.,  Grove  House, 
Bushey,  Herts. 

1901  Shenton,  Edw.  W.  H.,  20a,  Hanover  Street,  Hanover 
Square,  W. 

O.M.  Shuttleworth,  George  E.,  M.D.,  Aneaster  House, 
Eichmond  Hill,  Surrey.     (C.  1900—1903.) 

1901  SiMSON,  Henry  J.  Forbes,  3,  Charles  Street,  Berkeley 
Square,  W. 

1901  Skelding,  Henry,  B.C.,  Surgeon  at  The  Bedford  County 
Hospital  ;  St.  Loves,  Bedford. 

1901  Smith,  Frederick  John,  M.D.,  Senior  Assistant- 
Phvsician  at  The  London  Hospital ;  138,  Harley 
Street,  W.  (*) 

1901  Smith,  Guy  Bellingham,  B.S.,  Surgeon  at  The  Surrey 
Dispensary;  21,  St.  Thomas's  Street,  S.E. 

1901  Smith,  T.  Gilbart,  M.D.,  Phvsician  at  The  London 
Hospital ;  68,  Harley  Street,  W. 

1901  Smith,  Travers,  E.M.,  M.B.,  13,  Kilburn  Park  Eoad, 
N.W.  (*) 

1901  Smyth,  Sidney  B.,  M.B.,  Physician  at  The  Hospital  for 
Sick  Children,  Belfast;  TJlsterville  House,  Lisburn 
Eoad,  Belfast.     (C.) 

O.M.    Snape,  Ernest,  M.D.,  41,  Welbeck  Street,  W. 

1901  Snell,  Simeon,  Ophthalmic- Surgeon  at  The  Sheffield 
General  Infirmary  ;   70,  Hanover  Street,  Shefiield. 

1901     SopER,  William,  307,  Clapham  Eoad. 

O.M.  Spokes,  P.  Sidney,  Dental-Surgeon  at  University  College 
Hospital ;  4,  Portland  Place,^  W. 

1903  Spriggs,  Edmund  Iyens,  M.D.,  Physician  to  Out- 
patients at  The  Victoria  Hospital  for  Children  and  at 
The  Citv  of  London  Chest  Hospital ;  24,  St.  Thomas's 
Street,  S.E. 

O.M.  Staunton,  Michael  Cornelius,  M.D.,  Visiting-Surgeon 
at  The  Children's  Hospital,  Duldiu :  22,  North  Frederick 
Street,  Dublin. 
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1901     Staveley,  William  H.  C,  13,  South  Eaton  Place,  S.W. 
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(C.C.  1902-1903.) 

1903  TuLLis,    GteorctE    Augustus,   M.D.,    Holmbush,    Grove 
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O.M.  ViCKERY,  William  H.,  Surgeon  at  The  Children's  Hos- 
pital, ISTewcastle-on-Tviie ;  52,  El^iwick  Road,  New- 
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1902  Westmacott,    Frederick    H.,    Aural- Surgeon ;    8,    St. 

John  Street,  Manchester. 


XXXVI 

Elected 

1901  Whipham,  Thoinias  Eoland  C,  M.B.,  Medical-Eegistrar 
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O.M.    Wilson,  Kemlo  E.  M.,  M.D.,  Hanwell,  W. 
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1901  Woods,  John  Francis,  M.D.,  Medical- Superintendent 
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1901  Wright,  Douglas,  229,  Camden  Eoad,  N. 

1902  Wright,  Ceorge  A..  M.B.,  Surgeon  at  The  Manchester 
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*#.*  It  is  reqxiested  that  any  inaccuracy  in  the  foregoing  list 
may  be  notified  to  either  of  the  London  Honorary  Secretaries. 
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1.  A  CASE  OF  CAPILLARY  ANGIOMA  OF  THE  NECK, 
By  WILLIAM  MILNE R  BURGESS. 

EoNALU  C — ,  aged  4  _years  and  7  montlis,  a  twin,  the 
elder  and  the  hirgei%  was  born  the  22nd  of  March,  1898^ 
after  an  easy  labonr. 

On  April  the  10th  a  small  sessile  capillary  nasvus  was 
noticed  on  the  left  side  of  the  neck,  which  grew  rapidly. 
There  was  no  history  of  angiomata  in  the  parents  or  three 
other  children.  When  he  was  two  months  old,  fumins- 
nitric  acid  -was  applied  to  it  by  means  of  vaccine  tubes. 

On  June  the  llth  chloroform  was  given  and  galvano- 
puncture  applied.  On  July  the  5th  chloroform  was  given 
for  the  second  time  and  the  actual  cautery  applied,  the 
instrument  being  a  cobbler's  awl  heated  in  a  spirit-lamp. 
On  July  the  20th  there  was  much  inflannnation  resulting 
from  the  cautery. 

On  August  the  19th  chloroform  was  given  for  the  third 
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and  last  operation — namely,  puncture  with  tlie  actual 
cautery.  On  Augusttlie  29th  tliere  was  ulceration,  which  was 
dressed  antiseptically.  By  Se])teniber  the  oth  scar  tissue 
the  shape  of  the  sole  of  a  boot  had  formed,  which  pre- 
sented some  red  points  at  the  marg-in.  On  Se|)tember  the 
28th  one  or  two  ])in-])oiiits  of  ca])illary  uievus  tissue  were 
touched  with  fuminu'  nitric  acid. 

I  exhibit  this  case  as  an  example  of  puncture  by  the 
actual  cautery.  In  my  opinion,  the  mevus  was  too  large 
for  my  usual  practice  of  excision,  and  I  also  should  have 
had  to  tie  the  external  jugular  vein. 

It  was  my  intention  to  shov/  a  similar  case  treated  in 
the  same  way,  in  a  young  girl,  but  she  is  at  a  boarding 
school. 

During  over  twenty  years'  experience  of  private  practice 
among  the  middle  classes,  I  have  not  met  with  uiany 
na3vi,  but  when  I  have  seen  them  they  have  often  been 
multiple  and  mostly  rapidly  growing,  sometimes  dis- 
appearing, or  stationary. 

I  liave  had  one  case  of  pulsating  nsevus  of  the  anterior 
temporal  artery,  luit  this  was  of  trauuuitic  origin. 

{E.rhihifed  Ovfohrr  t],r    \ltli,    1902.) 

Discussion. 

Mr.  Francis  Jaffrey  sai<l  he  preferred  excision  in  all  cases. 
He  had  tried  the  application  of  nitric  acid,  l)ut,  unless  the  skin 
were  destroyed  very  thorovighly,  the  growth  returned.  Only  in 
the  case  of  nsevi  around  the  orifices,  such  as  the  anus,  the  vulva, 
and  the  mouth,  had  he  applied  the  actual  cautery.  He  preferred 
excision  wherever  possible. 

Mr.  Walter  Edmunds  said  he  had  treated  nsevi  on  the  face 
with  the  electric  point,  which  was  a  vei'y  satisfactory  way  if  an 
anaesthetic  lie  given,  so  that  the  treatment  can  be  well  done  each 
time.  The  present  case  had  certainly  l>een  very  successful  under 
Mr.  Burgess'  treatuient. 

Dr.  C.  W.  Chapman  said  that  many  years  ago  he  had  a  case 
of  n^evus  in  the  right  eyelid,  wliirh  was  treated  with  a  crochet 
needle  which  had  been  heated  in  a  s])iritda,ni]i.  and  the  result 
was  good. 

Mr.  Albert  Carless  congratulated  Mr.  Burgess  on  the  result. 
Personally,    he  j)referred    to    treat    such    cases   l)y  excision,   the 
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results  of  which  he  had  found  to  be  good.  It  was  most  import- 
ant that  nsevi  whicli  were  tending  to  grow  shoul  1  be  dealt  with 
efficiently  and  radically.  Mm-eover,  an  luitreated  na?vus  perhaps  re- 
mainedquiescentformany  years,  and  then  sometimes  suddenly  took 
on  active  growth.  It  seemed  as  though  there  was  some  instalnlity 
of  the  cells  of  a  na?\ais.  which  caused  them,  perhaps  30  or  40  years 
later,  to  develop,  leading  to  growths  which  were  almost  angio- 
sarcomatous.  Some  years  ago,  he  saw  a  man  who  had  l)een  the 
subject  of  a  capillary  n^vus  of  the  face  since  birth.  Su<ldenly  it 
developed  into  a  protruding  angioniatoiis  mass,  something  like  a 
turkey's  wattle,  which  l)egan  to  bleed.  He  was  taken  into 
hospital,  and  operative  measures  were  proposed,  but  he  refused 
treatment. 


2.  A  CASE  OF  HYPERTROPHIC  STENOSIS  OF  THE 
PYLORUS  WITH  DILATATION  OF  THE  STOMACH  -, 
PYLOROPLASTY:  RESULT. 

By  LEONARD  GUTHRIE,  M.D. 

A  MALE  infant,  ag'ed  4  months,  was  admitted  into  the 
(.'hildreii^s  Hosiiital,  Paddington  (rreen,  suffering  from 
syni])toms  of  ])yl<»ric  ol)structi()n,  on  August  tlie  25th,  1902. 
Dr.  Woodhouse,  of  Kslier,  kindly  sent  tlie  following  ]nir- 
ticulars. 

Since  six  weeks  of  age  tlu're  Imd  been  frequent  vomit- 
ing, and  obstinate  constipation  only  relieved  by  glycerine 
enemata.  The  moticuis  sometimes  contained  blood  and 
slime.  Tlie  cliild  had  occasional  attacks  of  very  severe 
colic  accompanied  by  abdominal  distension,  and  visible 
peristalsis,  which  became  so  marked  on  August  the  20t]i 
as  to  suggest  intussusception. 

The  vomiting  persisted  in  spite  of  treatment.  The 
child  was  breast-fed.     The  family  history  was  unimportant. 

0)1,  a(lmis.'<i<i}i  he  weighed  11  lbs.  The  abdomen  was 
distended  and  tympanitic,  the  coils  of  intestines  standing 
out  markedly.  A  small  umbilical  and  a  large  left  inguinal 
hernia    were    present.      During    a    rectal    examination    a 
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iiorinal  motion  was  passed,  and  later  in  the  day  another 
moti()n  containing-  ninous  was  evacuated  after  an  enema. 
He  vomited  three  times  on  the  day  of  admission,  and  cried 
out  much  fi'om  abdominal  ])ain. 

For  the  next  few  days  the  child  was  very  restless  and 
uneasy,  but  appeared  to  be  relieved  by  eructation  of  large 
cjuantities  of  flatus.  The  bowels  acted  normally,  and 
vomiting'  occurred  once  daily. 

On  g'ently  stroking  the  abdomen  the  outlines  of  the 
stomach  stood  out  prominently,  and  large  peristaltic  waves 
passed  from  left  to  right  across  the  epigastrium.  The 
stomach  became  "  hour-glass  "  in  foi-ni,  from  l)ulging  on 
either  side  of  the  recti  muscles.  The  organ  was  o])viousIy 
dilated,  and  on  passing  a  tul)e  for  the  purpose  of  washing- 
it  out  the  curve  of  the  tube  c-ould  l)e  felt  two  inches 
below  the  undulicus,  whilst  its  (Uid  ])rojected  as  far  down 
as  the  i-ight  iliac  fossa.  Twt'h'e  to  fifteen  ounces  of  fiuid 
could  be  introduced  into  the  stomach  witliout  inducing 
vomiting,  but  a  larger  ([uantity  was  innnediately  rc^turned. 

Lavage  gave  considerable  relief  from  vomiting  ami 
flatulency,  and  the  active  peristaltic  movements  subsidc^d. 

(Ireat  difficulty  was  experienced  in  feeding  the  infant  ; 
milk  was  undigested  and  produced  loose,  watery,  and 
offensive  motions.  A  diet  of  cream  and  Avhey  seemed  to 
suit  it  best.  It  gained  half  a  ])()und  a  week  for  a  fort- 
night, but  tlien  began  to  lose  weight  steadily.  It  suifered 
considerably  from  fiatiilence  and  colic,  only  relieved 
temporarily  by  lavage.  The  stomac-h,  however,  would  not 
now  hold  more  than  twelve  fluid  ouiu-es  without  causing 
emesis,  and  the  dilatation  was  tlierefore  less  than  it  had 
been.     But,  no  other  improvement  was  manifest. 

The  pyloric  obstruction  in  this  c-ase  was  l)ut  ])ai-tial, 
and  not  so  extreme  as  that  nu-t  with  iu  dther  t-ases  ;  l)ut 
as  the  infant  was  obviously  going  downhill,  in  spite  of 
careful  dieting  and  medicinal  treatment,  opei-ati\'e  measures 
seemed  to  be  iiidii-ati'd. 

The  opininii  of  the  Society  was  sought  as  to  the  form  of 
0])eration  uiost  suitable  in  such  cases. 
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As  regards  the  cause  of  ])yloric  obstruction  in  this 
disease,  he  inclined  to  the  view  held  l)y  Dr.  John  Thomson, 
namely,  that  there  was  spasm  of  the  sphincter,  or  inco- 
ordination between  the  contraction  of  the  sphincter  and 
the  jn-opulsive  efforts  of  the  stomach  walls. 

(FM'hihited    Orfohfr  fJw   17//;,    1902.; 

Discussion. 

Dr.  Edmund  Cautley  tliougbt  the  case  was  very  difficult 
from  the  point  of  view  of  dias^uosis.  Possil)ly  the  dilatation  of 
the  stomach  accounted  for  the  variation  in  weight  oi  the  child. 
The  cause  of  the  dilatation  seemed  doubtful.  It  might  be  some 
pyloric  obstruction,  and  pyloi'ic  obstiaictiou  in  babies  was  usually 
due  to  congenital  hypertrophic  stenosis.  There  were  cases  of 
pyloric  obstruction  without  any  hypertrophy,  where  there  was 
simply  atresia  of  the  pylorus.  Possibly  the  diagnosis  was  dilata- 
tion secondary  to  congenital  hypei'trophic  stenosis  of  the  pylorus 
with  incomplete  obstnicti(,>n.  The  child  was  fovn-  months  old, 
and  it  was  unusual  for  cases  of  simple  hypertrophic  stenosis  to 
live  as  long  as  that.  If  they  did,  they  were  extremely  marasmic. 
The  spasm  theory  was  incapaljle  of  proof.  In  hypertrophic 
stenosis  of  the  pylorus  there  is  marked  hypertrophy  of  the 
circular  muscular  fibres.  There  seemed  no  reason  why  there 
should  not  be  spasm  without  hypertrophy.  A  small  amount  of 
spasm  woidd  cause  pyloric  obstruction  by  preventing  dilatation 
of  the  pylorus.  One  did  not  find  hypertrophy  of  the  mtiscles  of 
the  stomach  in  such  cases,  but  there  is  an  enoruKnis  hypertrophy 
of  the  circular  musc\dar  fibres  of  the  pylorus.  Again,  why 
should  a  child  have  inco-ordination  of  the  muscles  of  the 
pylorus '?  There  seemed  no  reason  why  spasm  of  that  nature 
should  be  started  in  utero,  but  it  must  have  started  in  utero  in 
some  cases  because  the  symptoms  started  two  or  three  days  after 
birth.  His  view  was  that  it  was  a  simple  hyperplasia,  and  that, 
as  a  result  of  contraction  of  the  muscular  fibres,  the  mucous 
membrane  got  thrown  into  folds,  and  the  combination  of  those 
two  factors  caused  complete  obstruction.  It  would  be  interesting 
if  Dr.  G-uthrie  could  bring  up  the  child  without  operation.  He 
thought,  as  more  of  the  cases  were  seen,  a  definite  connection 
might  be  traced  between  the  hypertrophic  stenosis  of  infancy  and 
that  of  older  children,  and  even  adults.  He  had  encountered 
seven  cases,  and  the  oldest  of  those  was  fourteen  weeks  at  the 
time  of  death.  With  regard  to  treatment,  he  would  try  a  little 
longer  the  effect  of  washing  out  the  stomach,  and  careful  dieting, 
giving  only  very  small  (juantities  of  equal  parts  of  pep- 
tonised  milk  and  water  every  two  hours.  If,  in  spite  of 
treatment,  the  child  still  lost  ground,  an  incision  might  be  made. 
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The  views  of  surgeons  about  the  operation  varied.  lu  some  cases 
gastro-jejunostomv  was  doue,  five  out  of  nine  cases  so  treated, 
dying.  A  good  many  cases  had  been  treated  by  a  modified  form 
of  Loretta's  operation,  and  the  mortality  had  not  been  great. 
Recently  Mr.  Dent  had  treated  two  cases  of  his  (Dr.  Cautley's) 
by  pyloroplasty,  an  operation  which  was  simple  in  the  hands  of  a 
competent  surgeon.  It  was  done  quickly,  and  the  result  Avas 
extremely  good.  In  one  case  the  child  was  fat  and  well,  and  had 
had  no  further  symptoms.  The  other  child  died  at  the  end  oi 
three  or  four  months  from  the  date  of  operating,  from  zraiotic 
enteritis.  The  pyloroplasty  had  been  cpiite  successfid,  food 
passing  readily  through  the  pylorus. 

Mr.  H.  J.  Simson  said  he  saw  a  case  with  typical  symptoms  of 
pyloric  stricture,  V)ut  the  result  of  treatment  was  rather  different. 
The  child  was  first  seen  when  five  weeks  old,  and  had  V>een 
vomiting  for  a  fortnight.  The  mother  said  the  vomiting  was  as 
though  the  child  was  pumping  the  milk  out,  and  everything  it 
took  was  brought  up  soon  afterwards.  The  child  was  constipated, 
and  on  tapping  the  abdomen  peristalsis  was  seen  passing  from 
the  left  hypochondrium  to  the  right,  reaching  do-rni  as  far  as  the 
umbilicus.  But,  nt)  thickening  (^f  the  pyh>rus  could  befoimd,  and 
it  was  reconunended  that  the  patient  should  l)e  carefully  dieted 
for  a  week,  and  if  it  did  not  get  lietter  it  should  be  brought  into 
hospital  for  operation.  Small  qv;antities  of  peptonised  milk  and 
water  were  given,  and  when  seen  a  week  later  the  vomiting  had 
nearly  stopped,  liut  the  peristaltic  movement  was  quite  visil)le  on 
percussing  the  stomach.  It  was  now  l)eing  fed  on  ordinary  milk 
and  water.  No  peristaltic  movement  of  the  stomach  could  now 
])e  made  out. 

Dr.  A.  E.  Sansom  agreed  with  almost  everything  Dr.  Cautley 
had  said  about  the  case.  Something  must  be  done,  either  in 
the  way  of  better  nutrition  or  of  surgical  interference.  It 
seemed  an  excellent  case  for  surgical  interference. 

Mr.  A.  H.  Tubby  said  he  would  carefully  avoid  doing  gastro- 
jejunostomy in  the  case.  The  difiiculty,  especially  where  the 
parts  were  very  thin,  was  considerable,  and  the  prospect  held  out 
by  that  operation  was  not  good,  so  that  it  would  introduce  a  new 
element  of  danger  into  the  case.  A  great  deal  would  depend  on 
what  was  found  when  the  abdomen  was  opened.  He  thought 
pyloroplasty  would  fully  meet  the  case. 

Mr.  Donald  J.  Armour  said  if  it  was  a  case  of  congenital 
hypertrophic  stenosis  he  did  not  see  how  anything  short  of 
operation  could  be  of  any  benefit.  He  was  present  at  the  opera- 
tion referred  to  by  Dr.  Cautley,  who  would  agree  that  the 
stricture  was  very  hard,  and  (obviously  nothing  short  of  pyloro- 
plasty coiiM  luive  rt'duceil  it. 

Dr.  George  Carpenter  sai<l  he  could  feel  a  definite 
thickening  in  the  situation  of  the  pyloriis. 
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The  Chairman  (Dr.  Q.  A.  Sutherland)  said  all  seemed  to 
agree  that  dilatation  of  the  stomach  was  present,  but  he  thought 
there  was  possilily  some  ol.)struction  lower  down.  He  saw  waves 
coming  over  the  front  of  the  abdominal  wall,  which  appeared  to 
be  dependent  on  a  contractit)n  of  the  bowel  beneath,  but  he  did 
not  think  they  pointed  so  entirely  to  obstruction  of  the  pylorus. 
Evidently  there  was  dilatation  of  the  stomach,  but  he  thought 
there  was  some  ol)struction  lower  down  in  addition. 

Dr.  Leonard  Guthrie,  in  reply,  said  that  when  he  first  saw 
the  case  his  impression  was  very  strongly  the  same  as  Dr. 
Sutherland's,  and  that  the  obstrviction  lower  down  was  in  the 
nature  of  a  partially  constricting  band.  But,  frequent  sub- 
sequent examinations  had  convinced  him  that  the  peristalsis  was 
of  the  stomach,  not  of  the  bowels.  In  all  probability  it  was  due 
to  stenosis  of  the  pylorus.  Perhaps  Dr.  Cautley  was  correct  in 
saying  there  was,  in  such  cases,  hyperplasia  of  the  pylorus. 
With  regard  to  treatment,  Dr.  Cautley  had  suggested  that  the 
child  should  be  fed  properly,  but  that  had  been  carefully  tried. 
The  diet  which  suited  the  child  best  was  one  of  whey  and  cream. 
If  he  wei'e  to  send  the  child  home  it  would  certainly  die,  and  it 
could  not  be  kept  in  the  hospital  indefinitely,  and  therefore  he 
was  inclined  to  ask  his  stirgic'al  friends  tc»  assist  him.  The  case 
was  rather  unusual,  because  the  obstruction  did  not  seem  to  be 
anything  like  so  complete  as  it  was  in  the  case  narrated  liy  Dr. 
Cautley.  He  thanked  Mr.  Tubby  for  his  observations  ;  he  pro- 
posed to  leave  to  the  siu-geon  who  helped  him  in  the  case  tlie 
decision  as  to  procedure. 

Postscript. — A  few  days  sul)sequent]y  to  being-  shown  at 
the  Society's  meeting-,  pi/l<)mj>lasti/  was  performed  by  Mr. 
Jolni  Murray.  Considerable  difliculty  was  experienced  in 
feeding  the  infant  for  several  weeks  after  the  operation, 
as  it  seemed  c[uite  unable  to  digest  milk  in  any  form. 
Eventually,  however,  powers  of  digestion  returned  and  the 
child  made  a  complete  recovery.  In  May,  1903,  the 
mother  wrote  to  say  that  the  child  was  then  in  perfect 
health. 
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3.    SPLENIC    HYPERPLASIA:     (1)    VON    JAKSCH'S 
DISEASE;   (2)  TUBERCULOUS. 

By  EDMUND  CAUTLEY,  M.D. 

The  patient  illustrates  that  form  of  splenic  enlaro-enient 
which  was  described  by  von  Jaksch  in  1889  as  a  primai-y 
disease,  under  the  name  of  anaMiiia  infautum  pseiido- 
leuka^mica.  By  contrast  witli  it,  1  shall  detail  the  notes 
of  another  case  in  which  the  splenic  hyperplasia  was 
a])])areutly  due  td  a  slow  form  of  tuberculosis. 

Harry  J — ,  ai>"ed  18  months,  was  born  at  full  time  on 
Se])teud:)er  the  4th,  1901.  He  is  the  fourth  child  of  a 
healthy  mother,  who  had  had  one  miscarriau'e  lietween  the 
second  and  third  coutinements.  The  eldest  child  is  alive 
and  Avell.  Two  are  dead,  one  at  three  weeks  of  aye  and 
the  other  from  measles.  The  patient  has  always  lived 
in  Battersea. 

He  was  breast-fed  foi- six  months,  given  condensed  milk 
foi*  a  month,  and  then  had  cow's  milk  and  barley-water. 

He  came  under  my  care  at  the  ag-e  of  8  months,  on  May 
the '24th,  1902,  with  a  history  that  he  had  been  ailiny  for 
two  months  and  had  been  weaned  on  this  account.  For 
f)ne  month  a  tumour  in  the  s])lenic  reo-ion  had  been  noted 
and  had  increased  steadily  in  size.  He  had  been  g'ettiny 
])aler.  The  stools  had  been  offensive,  but  there  had  been 
no  diarrhoea  or  vomiting.  On  admission  into  tlu^  Belg'rave 
Hospital  for  Children  he  weig'hed  18  lbs.  12  oz.  The 
anaemia  was  marked  but  not  severe.  The  skin  had  a  some- 
what yellowish  tinge.  Rachitic  changes  were  j)resent  in 
the  epiphyses  and  head,  and  there  were  no  teeth.  The 
liver  was  enlarged  and  fii'ni,  extending  an  inch  and  a  half 
below  the  ribs.  The  s])U'cn  was  relat-ively  cnornious,  ex- 
tending'low  down  into  the  lefl  iliac  fossa  and  to  the  middle 
line,  having-  a  firm,  well-dehned,  shar])ly  rounded  edge. 
The  glands  in  tlu-  lu't-k  and  groins  were  a  little  enlarged. 
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A  blood-count  on  June  the  4th  showed  a  marked  leuco- 
cytosis  and  some  deficiency  of  erythrocytes,  there  being 
89,000  white  to  4,090,000  red  cells,  a  ])r(.])()rti()n  of  1  to 
51. 

A  blood  examination  on  June  the  17th  showed  a  great 
increase  in  the  number  of  large  lymphocytes.  No  myelo- 
cytes were  noted,  but  the  blood  Avas  not  specially  stained 
for  this  purpose,  and  possibly  some  of  the  large  lympho- 
cytes were  really  myelocytes. 

On  June  the  25th  the  blood  count  was  as  follows  : 
Small  lymphocytes  .  .      50' 1  per  cent. 

Large  lymphocytes  .  85"8        „ 

Polynuclear  cells       .  .        9*8        „ 

Eosinophiles    .  .  .         4'7        „ 

During  the  period  he  was  in  hospital  he  took  food 
badly,  was  occasionally  sick,  passed  offensive  stools,  had  a 
little  pulmonaTy  catarrh,  and  slight  epistaxis  on  two  days. 
There  was  a  variable,  slight,  irregular  pyrexia,  possibly 
due  to  the  pulmonary  catarrh  or  intestinal  irritation.  He 
was  treated  by  dieting  and  by  small  doses  of  arsenic,  and 
was  discharged  unimproved  on  July  the  2iul,  weighing 
an  ounce  less  than  on  admission. 

Three  days  later  he  was  readmitted  into  the  hos]utal, 
very  nnich  worse.  He  had  lost  a  pound  in  weight,  and 
had  developed  numerous  petechial  hajuKjrrhages  over  the 
limbs  and  back,  and  a  few  on  the  abdomen.  The  spleen 
was  distinctly  larger. 

A  blood  examination  on  July  the  14th  showed  a  reduc- 
tion in  both  Avhite  and  red  cells  :  white  40,000,  red  8,260,000, 
a  pro])ortion  of  1  to  81.  Many  myelocytes  were  present, 
also  poikilocytes,  megalocytes,  and  a  few  microcytes.  Fresh 
petechial  htemor-rhages  developed  for  about  two  weeks,  but 
in  spite  of  this  he  slowly  imju'oved.  He  took  and  digested 
his  food  better,  soon  regained  the  weight  he  had  lost,  and 
slowly  put  on  more  weight.  On  August  the  14th  he  was 
discharged  much  im])rovcd.  The  s])leen  was  smaller,  and 
he  weighed  14  lbs.  8  oz. 

From  this  date  up  to  September  the  27th  he  attended  as 
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an  out-patient  and  steadily  inipT'oved.  On  Septeiiil)ei'  tlie  4th 
lie  was  put  (HI  half-draclmi  doses  of  the  syru})  ot  the  iodide 
of  iron,  three  times  a  day.  (_)n  Se]itend)ei'  the  27tli  lie 
weighed  1-")  lbs.  2  oz. 

To-day  it  is  nc^ticeahle  that  he  is  no  longer  anteniic.  T\w 
evidence  of  rickets  is  still  distinct.  The  liver  remains  the 
same  size.  The  spleen  reaches  down  to  the  iliac  fossa,  hut 
it  is  much  more  freely  movable,  and  is  very  much  smaller 
in  t'very  dimension.  The  general  health  is  good.  The 
child  is  bright  and  cheerful,  and  takes  his  food  well. 

The  age  of  the  child,  tlu^  clinical  symptoms,  and  the 
course  of  the  case  are  similar  to  what  von  Jaksch  described. 
The  only  difference  is  in  the  blood  examination,  which 
never  showed  extensive  oligocythemia^  and  yielded  a  rela- 
tively high  percentage  of  large  lymphocytes.  The  blood 
count  on  July  the  25th  suggested  a  true  lym]diocytic 
leiiktemia.  The  aV)normally  large  nund)er  of  myelocytes 
found  during  the  second  period  of  his  stay  in  the  hospital 
suggested  that  the  case  was  one  of  myelogenous  leukaismia, 
and  the  presence  of  numerous  petechial  haemorrhages  was 
also  in  favour  of  such  a  diagnosis.  I  am  inclined  to 
the  view  that  the  presence  of  the  myelocytes  was  an  indi- 
cation of  a  sudden  and  profound  alteration  in  the  bhjod 
dependent  ujion  the  genei-al  health.  Myelocytes  are  to  be 
found  in  the  cases  described  ])y  von  Jaksch,  but  not  in 
such  large  nund)ers.  The  course  of  the  case  is  o])])osed 
To  a  diagnosis  of  true  leukaunia,  and  the  variation  in  the 
blood  ty|)e  is,  1  believe,  unknown  in  this  disease. 

A  similar  case  was  shown  before  the  vSociety  in  the  first 
yt^ar  of  its  existence.* 

Probably  many  varieties  of  splenic  enlargement  have 
l)een  included  under  the  name  of  aiuemia  infantum  pseudo- 
leuk;emica.  Some  of  them  are  cases  of  secondary  ana?mia 
with  leucocytosis,  of  pernicious  aiuemia,  of  true  leuktemia, 
of  Hodgkin's  disease  or  lymphadenoma,  or  of  aiuemia 
associated  with  rickets,  congenital  syphilis,  or  tubercu- 
losis. In  the  present  instance  there  is  distinct  evidence 
*  '  Reports/  vol.  i,  p.  154. 
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of  rickets.  The  rickets  is  probably  rather  a  concomitant 
than  a  cause.  The  frequent  occurrence  of  even  extreme 
rickets  without  marked  enlargement  of  the  spleen  suggests 
that  when  such  an  enlargement  does  occur  it  is  due  to 
some  other  cause  rather  than  the  rickets.  Again,  con- 
genital syphilis  is  connnon,  but  it  is  unconmion  to  find 
such  large  spleens  in  syphilitic  infants,  nor  has  post- 
mortem evidence  been  confirmatory  of  any  such  connec- 
tion. It  must  not  be  forgotten  that  both  rickets  and 
inherited  syphilis,  and  indeed  any  disease  Avhich  inter- 
feres with  nutrition  cause  changes  in  the  blood,  and  tend 
to  make  it  revert  to  the  more  infantile  form  in  which  there 
is  a  high  proportion  of  lymphocytes  and  a  low  one  of 
polynuclear  cells.  That  great  enlargement  of  the  spleen 
may  be  dependent  upon  or  associated  with  a  tuberculous 
process  is  illustrated  by  the  next  case,  which  was  under 
my  care  at  the  same  time. 

Willie  K — ,  aged  14  months,  was  admitted  into  the 
Belgrave  Hospital  for  Children  on  June  the  9th,  1902,  for 
left  facial  paralysis,  otorrhoea,  and  enlarged  glands  in  the 
neck  ;  and  he  died  on  July  the  17th.  He  had  been  an  out- 
patient for  diarrhcea  and  wasting  during  the  previous 
June  and  July,  and  an  in-patient  for  bronchitis  during 
August.  He  had  had  no  other  illness,  Init  was  regarded 
as  delicate.  There  was  a  history  of  phthisis  on  the 
mother's  side.  One  brother  had  died  from  "  consumptive 
bowels."  Two  other  children  were  healthy.  The  glands 
on  both  sides  of  the  neck  were  enlarged,  movable,  separate, 
hard,  jminless,  and  not  adherent  to  tlie  skin.  Five  teeth 
were  cut.      The  fontanelle  was  small. 

The  percussion  note  was  impaired  over  the  i-ight  half 
of  the  manubrium  sterni  and  in  the  first  intercostal  space 
for  three  fourths  of  an  inch  to  tlie  right  of  the  sternum. 
The  liver  was  much  enlarged,  reaching  three  inches  l)elow 
tlie  ribs.  The  spleen  extended  down  to  the  level  of  the 
crest  of  the  ilium.  No  enlarged  glands  were  felt  in  the 
axilla)  or  gi-oins. 
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A  blood  examination  on  June  the  9th  showed  moderate 
leucocytosis  :  white  cells,  60,000 ;  red  cells,  7,470,000. 
Small  lymphocytes  .  .      14"4  ])er  cent. 

Laro-e  lymphocytes  .  .      31  "o        „ 

Pol^^nuclear  cells      .  .  .      5o'9        „ 

Eosinophiles  .  .  .a  few. 

The  child  gradually  g'ot  worse,  deyeloped  rapidly  pro- 
gressiye  signs  of  consolidation  in  the  right  lung,  and  died  of 
exhaustion.  The  course  of  tlu'  feyer  during  the  last  three 
weeks  was  suggestiye  of  tuberculosis,  or  septic  infection. 

Pos-t-mortein  f^.vainindtioit. — The  glands  in  the  neck  were 
beginning  to  break  down,  and  coiitained  some  thin  pus.  A 
large  mass  of  glands  was  found  behind  the  manul)rium 
sterni,  and  all  round  the  roots  of  the  lungs.  Similar 
masses  of  glands  were  found  in  the  mesentery.  These 
glands  were  tirm,  white  on  section,  and  showed  no  sign  of 
caseation.  They  resembled  those  seen  in  Hodgkin's 
disease.  Tlie  right  lung  was  slightly  adherent.  The 
upper  lobe  was  solid,  airless,  mottled  red  and  white  in 
appearance.  On  squeezing,  it  ruptured  in  one  place  dis- 
charging thin  pus,  and  a  large  cayity  was  found.  The 
lower  lobe  was  partly  solidified.  The  left  lung  was  un- 
affected. The  liyer  was  yery  large  and  pale.  Sections 
showed  extensiye  fatty  degeneration,  especially  in  the 
periphery  of  the  lobules,  the  hepatic  cells  being  conyerted 
into  fat  cells  and  there  being  com])aratiyely  little  un- 
affected liver  tissue  left.  The  s]ileen  was  large,  firm,  and 
purplish  in  colnur,  ;ind  sliowed  extensive  fibrous  hyper- 
plasia. Neither  ni  the  liver,  s]ileen,  nor  lungs  was  there 
any  generalised  or  localised  leucocytic  infiltration,  such  as 
is  seen  in  leukamiia  and  in  Hodgkin's  disease.  On  the 
other  hand,  in  each  of  these  organs  there  were  found 
numerous  large  giant-cells,  especially  large  in  the  s]ileen, 
and  with  a  slight  surrounding  leucocytosis.  No  marked 
sign  of  caseous  degeneration  was  found  anyAvhere.  Even 
in  the  spleen,  where  the  ]n'ocess  was  most  advanced,  the 
tubercles  seemed  to  be  undergoing  a  til)rons  change 
rather  than    a   caseous   one.      The   cavity  in  the   luna'    and 
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the  breaking  down  of  the  glands  in  the  neck  seemed  to 
be  septic  in  character  and  not  caseous. 

The  diagnosis  in  this  case  was  extremely  difficult.  It 
might  have  been  an  instance  of  Hodgkin's  disease,  or  of 
antemia  infantum  pseudo-leukteinica,  complicated  by  a 
secondary  infection  from  otitis  media.  It  is  not  un- 
common for  Hodgkin's  disease  to  start  as  a  secondary 
process,  after  a  primary  disease  of  the  ear  with  glandular 
infection.  Possibly  it  was  a  case  of  Hodgkin's  disease, 
and  the  tuberculosis  might  bo  regarded  as  a  tertiary 
complication.  The  post-mort(Mn  evidence  negatives  this 
diagnosis,  but  to  the  naked  eye  tlie  appearance  of  the 
glands  suggested  lymphadenoma  rather  than  tul)erculosis. 
The  microscopical  examination  showed  that  the  case  was 
one  of  chronic  tuberculosis  and  secondary  infection. 

Hie  blood  examination  showed  a  leucocytosis  which  was 
ahnost  certainly  inflammatory,  moditied  by  the  age  of  the 
child  in  respect  of  the  nund)er  of  lai'ge  lymphocytes. 
Com])ared  with  the  first  case,  there  was  an  actual  increase 
in  the  nund)er  of  red  cells  and  not  a  diminution.  Note 
also  the  difference  between  the  relative  size  of  the  spleen 
and  liver  in  the  two  cases. 

It  is  not  unconnnon  to  find  tuberculosis  as  a  cause,  or  a 
complication  of  splenic  hyperi^lasia,  previously  shown  here 
(loc.  cit.)  In  the  discussion  on  a  case,  I  referred  to  a 
case  under  my  charge  in  which  an  exploratory  operation 
had  been  done  for  enormous  enlargement  of  the  spleen 
with  ascites.  Extensive  nnliary  tuberculosis  of  the 
])eritoneum  was  present. 

Many  more  observations  are  necessaiy  to  elucidate 
the  different  varieties  of  splenic  enlargement  in  infants, 
and  the  characters  of  the  blood  associated  with  them. 
Care  nnist  bi'  taken  not  to  regard  the  reversion  of 
the  blood  to  the  more  nifantile  lymphocytic  type  as  a  sign 
of  lenk^mia.  Care  must  also  be  taken  not  to  ascribe  to  a 
primary  disease  conditions  really  due  to  a  secondary 
infection.  The  field  is  a  fertile  one  for  the  hiematologist 
and  pathologist.  [Exhihited  October  the  11th,  1902). 
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Discussion. 

Dr.  Robert  Hutchison  said  that  as  he  had  not  had  au  oppor- 
tuuity  of  seeing  the  l)k>(_)d-lihus  of  the  case,  it  was  rather  difficult 
to  give  an  opinion.  Biit,  lie  thought  it  must  be  placed  in  that 
group  of  anaemias  associated  with  splenic  enlargement  which  was 
probaldv  quite  pecidiar  to  children,  and  might  lie  termed  the  splenic 
anaemias  of  infancy,  which  at  one  end  of  the  series  tailed  off  into 
mere  slight  splenic  enlargement,  and  at  the  other  developed  into 
the  extreme  form  of  the  disease  to  which  von  Jaksch  gave  the 
name  anaemia  pseudo-leukaemica  infantum.  Most  people  who 
gave  attention  to  that  matter  thought  it  was  not  a  morbid  entity 
in  itself,  but  was  an  extreme  example  of  splenic  enlargement 
associated  with  rickets  and  a  certain  amount  of  anaemia.  The 
blood  condition  seemed  to  lie  one  which  was  met  with  fairly 
often,  a  relative  increase  in  the  large  mononuclear  cells  and  a 
varying  proportion  of  myelocytes.  He  had  never  seen  more  than 
10  per  cent,  to  Vi  per  cent,  of  the  latter.  Where  there  were 
a  large  number  of  myelocytes  the  cases  did  badly ;  but,  Dr. 
Cautleys  case  seemed  to  be  reaching  a  quiescent  stage  in  which 
the  lilood  condition  was  improved,  and  in  which  all  that  was  left 
liehind  was  a  large  spleen.  Not  long  ago  he  had  an  example  of 
that  form  of  disease  in  which,  although  there  was  considerable 
rickets,  the  splenic  enlargement  was  quite  excessive,  the  spleen 
extending  far  below  the  luubilicus,  Init  the  blood  changes  were 
comparatively  slight.  Eventually  the  lilood  became  normal,  but 
the  spleen  and  liver  were  enlarged,  with  a  tendency  to  diminish. 
Microscopically,  as  far  as  he  had  seen,  all  that  one  could  find  was 
a  general  increase  in  the  fibrous  stroma,  a  condition  which  was 
cHtinmon  to  many  splenic  conditions.  There  seemed  to  l)e  no 
morbid  histology  characteristic  of  the  disease. 

Dr.  A.  E.  Sansom  said  he  was  struck  liy  the  ciuery  with 
which  Dr.  Cautley  ended  his  remarks  as  to  the  cause.  The  value 
of  the  Society  was  to  liring  together  cases  for  which  no  interpre- 
tation seemed  forthcoming.  There  must  be  a  cause  for  the  con- 
dition under  consideration,  but  it  was  a  very  subtle  one.  It  was 
all  very  well  to  put  the  case  down  as  splenic  ansemia,  Imt  there 
must  be  some  cause  for  it.  All  one  could  say  was  that  there  was 
a  perveriiion  of  blood-formation  and  of  nutrition.  The  liver 
seemed  to  be  getting  normal,  and  it  was  the  spleen  Avliich  would 
cause  anxiety  in  the  future.  Evidently  the  child  had  taken  some 
p;)ison  into  its  system,  which  had  produced  what  might  almost 
l)e  called  a  malarial  intoxication.  Probalily  there  were  many 
similarly  difficult  cases  in  the  vai-ious  liospitals.  and  it  was  neces- 
.-lary  to  go  patiently  to  work. 

Dr.  C.  W.  Chapman  asked  whether  such  cases  were  com- 
moner among  poor  people  than  among  the  more  fortunate  class. 
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The  Chairman  (Dr.  Q.  A.  Sutherland)  asked  Dr.  Caiitleys 
opinion  as  to  the  prog'nosis  in  such  cases.  He  believed  it  was 
thought  to  be  fairly  good,  if  the  child  did  not  succumb  to  some 
interciu-rent  disease  to  which  he  was  very  liable  in  consequence 
of  his  weakness.  In  the  present  week  he  had  seen  a  seven-year- 
old  child  who  suffered  from  typical  splenic  anaemia  when  it  was 
twelve  months  old.  He  rememl)ered  treating  that  child  verv 
energetically,  but  apparently  M'ithout  any  benefit.  From  the 
date  of  the  cessation  of  treatment,  however,  it  steadily  improved, 
and  had  done  extremely  well.  At  the  present  time  its  spleen 
was  not  in  any  way  enlarged.  He  had  had  a  like  experience  in 
other  cases.  Of  course  one  treated  the  case  constitutionallv  and 
regulated  the  diet.  He  agreed  with  Dr.  Sansom  that  the  most 
likely  setiology  was  that  some  poison  was  alisorbed  into  the 
system  which  produced  effects  there,  those  effects  lasting  for  a 
certain  time  and  then  passing  off  entirely. 

Dr.  Edmund  Cautley,  in  reply,  said  he  had  seen  no  case^ 
among  the  better  classes,  but  one  saw  much  more  of  the  poorer 
classes,  particularly  in  hospital.  Apart  from  that,  he  would  not 
expect  to  find  the  disease  as  prevalent  among  richer  people, 
becavise  the  children  would  be  brought  for  treatment  earlier.  In 
his  experience,  the  prognosis  was  fairly  good.  The  usual  historv 
was  that  the  child  went  out  of  hospital  after  a  certain  period 
and  then  disappeared,  no  more  being  heard  of  it.  The  cases 
which  had  died  in  hospital  nearly  always  had  some  other 
condition  associated  with  them.  In  one  case,  where  the  spleen 
was  as  large  as  in  the  present  patient,  he  had  the  abdomen 
opened  to  see  if  it  was  possible  to  take  the  spleen  awav, 
particularly  as  there  was  fluid  and  the  child  was  verv  ill.  As 
soon  as  the  abdomen  was  opened  one  found,  in  addition  to  the 
enormous  spleen,  general  tuberculoiis  peritonitis.  That  child 
died  immediately  the  spleen  was  handled.  Another  case  which 
apparently  was  identical  with  the  present,  except  with  regard  to 
the  blood,  was  under  his  care,  and  that  child  died.  On 
examining  the  spleen  there  was  distinct  evidence  of  tubercle. 
There  was  generally  some  complication  to  account  for  death  in 
such  cases.  He  agreed  that  general  treatment  was  best.  The 
present  child  had  improved  most  under  the  syrup  of  iodide  of 
iron.  He  was  interested  in  Dr.  Hutchison's  remarks  about 
myelocytes.  When  the  Idood  was  first  examined  very  few  were 
found,  but  the  second  time  the  child  was  admitted  a  different 
stain  was  used  at  the  examination,  and  a  great  number  of  mveh>- 
cytes  were  detected.  At  that  time  the  child  was  very  ill  indeed; 
it  had  numerous  petechial  hfemorrhages,  and  had  graduallv  lost 
weight.  But  still  the  child  had  recovered,  which  seemed  to 
show  that  many  myelocytes  did  not  necessarily  indicate  a  fatal 
prognosis. 
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4.  HYDROCEPHALUS   AREESTED    BY   REPEATED 
LUMBAR  PUNCTURE. 

By  EDMUND  CAUTLEY,  M.D. 

Lily  0 —  was  born  at  full-time  in  July,  1901,  and  caine 
under  my  cave  in  Mai^cli,  1902,  at  the  Meti'opolitan 
Hospital. 

She  was  the  first  child  l)y  the  second  husband.  The 
mother  had  had  six  children  and  six  miscarriages  by  a 
previous  husband.  She  had  been  partially  breast-fed, 
and  began  to  waste  at  six  weeks  of  age.  At  five  months 
old  the  head  became  retracted,  and  the  child  was  irritable. 
She  remained  in  much  the  same  condition  u])  to  the  date 
of  admission  into  the  hospital  on  March  the  loth,  1902. 
She  was  then  eight  months  old,  and  only  weighed  8  lbs.  1  oz., 
being  much  wasted,  drowsy,  and  having  a  retracted 
head.  The  head  was  17  inches  in  circumference,  the 
anterioi'  fontanelle  was  large  and  tense,  the  sutures  were 
open,  and  there  was  no  craniotabes.  The  eyes  were 
normal,  the  teeth  were  absent,  the  palate  was  abnormally 
high,  and  there  was  moderate  nasal  catarrh.  The  ribs 
were  beaded,  the  arms  were  rather  rigid,  and  the  legs 
were  extended  and  rigid,  the  knee-jerks  being  exaggerated. 

A  diagnosis  of  h3"drocephalus,  secondary  to  a  basal 
meningitis,  was  made,  and  on  the  assumption  that  the 
latter  might  have  been  syphilitic,  mercury  and  iodide 
of  potassium  were  prescribed.  The  diet  consisted  of 
])e])tonised  milk. 

On  March  the  21st  half  an  ounce  of  cerebro-spiiud  fluid 
was  drawn  oft'  T)y  lumbar  puncture.  The  fluid  was  clear 
and  stei-ile. 

During  April  the  spinal  canal  was  tapped  in  the  lumbar 
region  four  times,  from  1^  to  8  ounces  being  drawn  off'  at 
a  time,  a  total  amount  of  9i  ounces.  The  child  gained 
15  ounces  in  weight,  took  food  better,  and  was  more  comfort- 
able.   Both  patellar  and  plantar  reflexes  were  exaggerated. 
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During'  May  she  was  ta])pecl  four  times,  from  1-V  to  2^ 
ounces  of  fluid  being  drawn  off  at  a  time^  7fths  ounces  in 
all.  She  gained  20  ounces  in  weight,  in  spite  of  an  attack 
of  measles,  the  rash  of  which  came  out  on  May  18th,  and 
which  was  followed  l)y  otorrhoea  a.  week  later.  The  diet 
was  increased  by  the  addition  of  Benger's  food. 

During  June  she  was  tapped  four  times,  from  2|th  to 
oh  ounces  being  drawn  off  at  a  time,  in  all  lO^ths  ounces. 
She  gained  40  ounces  in  weight,  seemed  better  in  every 
respect,  and  the  retraction  of  the  head  and  rigidity  of  the 
limbs  were  almost  alisent. 

During  July  she  was  tapped  three  times,  and  4  ounces 
of  fluid  in  all  were  drawn  oft".  She  gained  35  ounces  in 
weight. 

On  August  the  6th  she  was  tapped  for  the  last  time,  and 
2  ounces    were  drawn  ofi^. 

To  sum  up  : — She  was  tapped  on  seventeen  occasions, 
from  March  the  21st  to  August  the  6th,  and  cerebro-spinal 
fluid  to  the  amount  of  34|ths  ounces  was  drawn  off. 
During  this  period  the  child  gained  124  ounces,  in  fact 
almost  doubled  her  weight,  in  spite  of  an  attack  of  measles. 
The  average  rate  works  out  at  6  ounces  a  week.  It  was 
very  noticeable  that  after  nearly  every  tapping  the  child 
rapidly  put  on  weight,  in  spite  of  the  withdraAval  of  fluid, 
and  seemed  better  in  every  respect.  The  most  marked 
gain  was  one  of  16  ounces  from  June  the  6th  to  June 
the  13th,  during  which  week  she  was  tapped  twice  and  6 
ounces  of  fluid  were  drawn  oft'.  During  the  next  week  she 
was  tapped  once  and  gained  18  ounces. 

A^ery  great  credit  is  due  to  my  house-physician,  Dr. 
F.  Norman  AVhite,  who  carried  out  the  treatment  with  the 
greatest  of  care  and  skill,  and  without  causing  a  single  bad 
symptom.  In  no  case  was  the  fluid  withdraAvn  by  aspiration, 
it  was  allowed  to  flow  out  of  its  own  accord.  Sometimes 
it  would  go  on  trickling  for  as  long  as  half  an  hour. 

The  tapping  was  stopped  for  two  reasons.  In  the  first 
place,  there  ceased  to  be  evidence  of  increased  intra- 
cranial pressure,  as  indicated  by  a  tense  fontanelle.      The 
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fontanelle  remained  soft  and  the  sutures  liad  all  closed 
up.  Secondly^  it  was  thought  that  no  benefit  would  re- 
sult from  further  tapping,  in  view  of  the  general  condition 
of  the  child,  and  the  fact  that  the  fluid  during  the  last 
few  tappings  had  not  flowed  as  readily. 

Since  the  tappings  were  omitted  the  child  had  gained 
Aveight,  but  at  a  less  rapid  rate,  namely,  a  little  over  3  ounces 
a  week.  She  had  cut  six  teeth  during  this  time  without 
any  trouble. 

In  spite  of  the  withdrawal  of  fluid,  and  the  absence  of 
tenseness  of  the  fontanelle  during  the  last  two  months, 
the  head  has  slowly  increased  in  size.  The  increase  is 
greater  than  can  be  ascribed  to  the  growth  of  the  child, 
who  is  now  fifteen  months  old,  weighs  17  lbs.  13  ounces,  and 
has  a  head  measuring  21  inches  in  its  greatest  circum- 
ference. The  head  is  clearly  hydroce])halic,  although  the 
fontanelle  is  small  and  soft. 

The  cerebro-spinal  fluid  was  always  clear,  sterile  when 
it  Avas  examined  bacteriologically,  and  devoid  of  morpho- 
logical elements.  For  the  latter,  the  sediment  was 
examined  microscopically  after  the  fluid  had  stood  for 
twenty-four  hours  in  a  conical  glass.  It  was  not  centri- 
fugalised.  At  times  it  contained  a  very  faint  trace  of 
albumen,  and  a  slight  but  variable  amount  of  a  substance 
which  reduced  copper  salts. 

The  present  state  of  the  child  is  not  satisfactory.  The 
head  is  large,  heavy,  cannot  be  supported  liy  the  child, 
and  is  somewhat  retracted.  A]i]iarently  she  is  blind,  or 
has  merely  a  slight  perception  of  light,  although  the  optic 
discs  show  no  change.  She  is  not  deaf  and  to  a  certain 
extent  recognises  her  nurses  by  the  voice.  She  eats  and 
sleeps  well,  but  her  mental  condition  shows  no  improve- 
ment and  has,  I  think,  somewhat  deteriorated  during  the 
last  month. 

When  first  admitted  intij  the  hos])ital  she  was  in  a  most 
precarious  state,  marasmic,  taking  food  badly,  and  at  times 
vomiting.  There  is  no  doubt  that  the  frequent  tapping- 
delayed  the  progress  of  the  elfusion  of  fluid,  kept  the  child 
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alive,  and  allowed  lier  to  grow  and  gain  weight.  At 
present  a  state  of  equilibrium  seems  to  have  been 
established.  Unfortunately,  the  treatment  has  not  been 
sufficient  to  effect  a  cure,  and  the  result  is  by  no  means  a 
good  one.  Possibly,  if  more  fluid  had  been  drawn  off,  and 
the  treatment  had  been  continued  for  a  longer  period  a 
better  result  might  have  been  attained. 

The  theory  on  which  I  adopted  this  line  of  treatment 
was  based  on  the  assumption  that  the  hydrocephalus  Avas 
developing  slowly,  as  a  result  of  basal  meningitis.  At 
first  there  was  little  evidence  of  excess  of  fluid  in  the 
ventricles.  I  thought  it  possible  that  the  frequent 
removal  of  small  quantities  of  fluid  would  prevent  the 
progress  of  the  hydrocephalus,  would  allow  the  cerebral 
conditions  to  accommodate  theuiselves,  would  keep  the 
child  alive,  would  permit  it  to  gain  flesh  and  strength  and 
a  better  state  of  nutrition  generally,  and  thus  assist  in  a 
more  healthy  state  of  nutrition  of  the  cerebral  tissues. 
Certainly  the  child  has  thrived,  remarkably  so,  but  no 
permanent  benefit  has  resulted  from  the  treatment. 

It  must  not  be  forgotten  that  secondary  hydrocephalus 
may  cease  to  increase  of  its  own  accord,  when  it  has 
reached  a  certain  stage.  We  must  not,  therefore,  lay  too 
much  stress  on  the  benefits  to  be  derived  from  luml^ar 
puncture,  and  ascribe  arrest  of  effusion  to  an  occasional 
tapping.  The  present  case  shows  that  the  treatment 
can  be  carried  out  successfully  for  some  months  without 
producing  bad  symptoms,  and  that  it  did  actually  keep  a 
child  alive  who  other^vise  did  not  seem  likely  to  live 
more  than  a  few  weeks. 

[Ed'hihited  October  the  17th,  1902). 

Discussion. 

Dr.  Robert  Hutchison  said  lumbar  puncture  was  a  method 
of  treatment  which  liad  l»een  suggested  in  America,  where  it  was 
recommended  uot  merely  as  a  diagnostic,  but  also  as  a  thera- 
peutic measiare.  He  had  tried  it  on  his  own  cases,  but  his 
results  had  Vieen  much  more  disappointing.  In  two  of  the  chil- 
dren, after  the  fourth  tapping  a  sudden  and  fatal  collapse  came 
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on,  aud  lie  could  uot  help  tliiuking  there  was  a  causal  relation- 
ship between  the  tapping  and  the  collapse.  He  had  seen  cases 
in  which  permanent  drainage  had  1  leeu  established  in  the  lumbar 
region,  and  in  those  cases  there  seemed  to  be  a  sort  of  tuml^ling- 
in  of  the  brain  when  the  fluid  was  Avithdrawn.  That  was  a 
danger  which  should  be  borne  in  mind.  It  was  an  interesting 
fact  that  such  cases  could  be  tapped  from  the  luniliar  region, 
l:>ecause  that  at  once  disposed  of  the  popular  idea  that  in  such  a 
condition  there  was  a  blocking  at  the  base  of  the  brain.  Even 
when  such  success  as  Dr.  Cautley  had  was  attained,  it  Avas 
unfortunate  that  the  ultimate  result  Avas  so  bad ;  the  children 
were  nearly  always  blind  and  imbecile.  If  tapping  could  Ije 
conimencect  earlier  possibly  the  blindness  could  be  prevented.  In 
spite  of  his  bad  results,  he  would  treat  his  cases  by  tapping  early 
and  tapping  often. 

Mr.  F.  N.  White  (introduced)  said  he  was  Dr.  Cautley's 
house-physician  and  drew  off  the  fluid.  He  used  an  ()rdinary 
exploring  needle,  the  fluid  came  away  very  sloAvly,  an  oimce 
of  fluid  recj[uiring  al^out  half  an  hoin*.  There  Avas  neA-er  any 
complication  of  any  S()rt. 

The  Chairman  (Dr.  Q.  A.  Sutherland)  saiil  he  had  seen  the 
accounts  of  the  German  and  American  cases  Avhich  had  Ijeen 
treated  h\  punctiu'e,  and  he  understood  that  that  treatment  had 
been  given  up  in  America  and  G-ermany  as  futile.  The  experi- 
ence he  had  had  in  hydrocephalus  was  that  usually  a  closure 
existed  about  the  base  of  the  brain,  so  that  there  was  no  possi- 
bility of  communication  down  the  spinal  meninges.  Therefore, 
he  had  come  to  regard  that  as  the  pathology  of  cases  of  hydro- 
cephalus folloAving  cerebro-spinal  meningitis  in  infancy,  Avhat 
was  described  as  posterior  basal  meningitis.  He  did  not  intend 
to  try  repeated  punctiu'e,  as  Dr.  Cautley  had  done  in  his  case. 
Was  it  possible  that  a  similar  amount  of  fluid  could  be  draAvn 
from  a  normal  spinal  canal  r  He  (Dr.  Sutherland)  had  had  a 
similar  experience  to  Dr.  Hutchison,  sudden  death  occurring 
almost  immediately  after  withdraAA'ing  the  fluid.  Had  Dr. 
Cautley  any  eA'idence  of  an  accumulation  of  fluid  in  the  spinal 
canal r 

Dr.  Edmund  Cautley,  in  reply,  said  he  had  one  case  of  hydro- 
cephalus in  AA-hich  the  spinal  canal  was  tapped  and  -i  an  ounce  to  1 
oimce  of  fluid  Avas  AvithdraAvn.  On  a  second  occasion  it  Avas  punc- 
tured and  no  fluid  Avas  obtained.  The  child  died,  and  no  excess  of 
fluid  Avas  found  in  the  spinal  canal,  and  no  communication  with  the 
cerebral  ventricles.  He  thought  it  very  unlikely  that  3i  ounces 
of  fluid  would  lie  found  in  the  nonnal  spinal  canal  of  a  child 
ten  months  old.  He  thought  the  treatment  carried  out  was 
likely  to  be  successful  in  only  a  few  cases.  The  child  came  under 
treatment  three  months  after  the  symptoms  of  basal  meningitis 
occurred,  and  the  head  AA'as  not  enlarged. 
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5.  MICEOCEPHALUS  WITH  UNUSUAL  SYMPTOMS. 
By  EDMUND  CAUTLEY,  M.D. 

Fred  B — ,  aged  4  years,  was  admitted  into  the  Belgrave 
Hospital  for  Children,  under  my  care,  on  August  the 
21st,  1902. 

He  Avas  born  in  October,  1898,  and  up  to  the  age  of 
twenty-eight  months  was  well  and  strong ;  he  could  walk 
and  run,  but  was  unable  to  talk. 

He  was  one  of  seven  children,  oi  whom  two  are  dead. 
There  w^as  nothing  in  the  family  history  indicative  of 
inherited  syphilis^  or  of  nervous  aifections.  He  was  a 
full-time  child,  and  breast-fed  for  eight  months.  At  six 
months  he  had  one  "  fit,",  but  has  had  no  more  until 
recently.  He  had  varicella  two  years  ago  and  measles 
last  summer. 

Weakness  of  the  legs  was  first  noticed  twenty  months 
ago ;  he  "  used  to  fall  about."  Gradually  this  weakness 
increased,  and  for  eight  months  he  has  been  unable  to 
walk.  At  the  beginning  of  August  he  got  much  worse. 
The  weakness  increased,  he  could  not  even  sit  up,  and  he 
began  to  have  fits.  A  week  later  he  had  difficulty  in 
swallowing  and  could  not  take  solid  food.  The  fits  were 
then  frequent  and  lasted  for  about  half  a  minute. 

On  admission  it  was  evident  that  his  intellect  was 
impaired.  He  did  not  talk,  cry,  or  laugh.  He  was 
unable  to  sw^allow,  and  had  taken  no  solid  food  for  two 
weeks,  and  he  had  to  be  fed  by  a  nasal  tube.  He  passed 
everything  under  him.  He  could  not  sit  up  in  bed,  or 
hold  up  his  head.  He  could  not  move  his  legs,  and  only 
to  a  slight  extent  used  his  arms  and  hands  in  an  inco- 
ordinate manner,  the  left  more  than  the  right.  The  head 
measured  18  inches  in  circumference.  There  was  no 
squint,  the  pupils  were  normal,  and  there  were  no  changes 
in  the  fundus  oculi. 
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Examination  of  the  muscular  system  showed  complete 
loss  of  power  in  the  lower  limbs^  back,  and  neck,  and  an 
almost  complete  loss  in  the  arms.  The  muscles  were 
flabby,  and  there  seemed  to  be  a  certain  amount  of 
general  wasting-,  which  was  probably  due  to  disuse  and 
insufficient  food.  The  electrical  reactions  were  unaltered. 
kSensation  seemed  a  little  l)lunted,  on  application  of  a 
fairly  strong  faradic  current.  The  knee-jerks  were 
deficient,  probably  on  account  of  the  ln*omide  which  he 
had  been  taking  for  the  fits.  An  extensor  plantar  reflex 
was  obtained,  and  there  Avas  no  ankle-clonus. 

The  fits  were  numerous,  ten  to  twelve  in  the  twenty- 
four  hours,  general  and  epileptic  in  character.  During 
the  fits  the  face  became  congested,  the  arms  and  legs 
rigid,  the  body  bent  towards  the  right  side,  and  the  eyes 
turned  upwards  to  the  right.  They  were  followed  by 
relaxation,  pallor,  and  unconsciousness  for  about  half  a 
minute,  and  <_)nce  for  two  minutes. 

On  August  the  '29th  he  was  much  lu-ighter,  did  not 
require  nasal  feeding,  and  could  pull  himself  up  in  his 
cot.  The  fits  were  fewer  in  number  and  milder  in 
character.      The  knee-jerks  were  active. 

On  September  the  28th  it  was  noted  that  his  condition 
had  remained  abc)ut  the  same,  though  it  had  varied  a 
little  from  time  to  time.  Twice  he  had  been  definitely 
worse,  having  more  fits,  and  requiring  nasal  feeding.  Now, 
he  had  improved,  and  had  only  two  or  three  fits  in  the 
twenty-four  hours.  The  knee-jerks  were  active,  and 
there  was  no  extensor  ])lantar  reflex.  At  present  he 
shows  definite  signs  of  improvement.  He  can  sit  up  a 
little  in  bed,  seems  more  intelligent,  and  expresses  emotion 
Ijy  trying  to  cry.  He  has  only  one  fit  daily,  Avhich  usually 
begins  with  a  loud  harsh  cry.  No  nasal  feeding  has  been 
required  for  two  weeks.  He  still  ]iasses  everything 
under  him. 

The  case  is  somewhat  mysterious  in  its  cliaracteristics 
and  course.  As  a  ])asis  for  diagnosis  we  have  the  small 
head,  the  fits,  the  iuipaii'cd  intellect,  the  marked  loss   of 
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muscular    power,    the    absence   of  muscular    deg-eneration, 
and  the  presence  of  active  knee-jerks. 

The  course  is  peculiar  in  two  respects.  First,  there  is 
the  gradual  loss  of  muscular  power,  with  the  later  develop- 
ment of  fits  and  imbecility,  in  a  child  who  was  an 
apparently  normal  child,  except  for  liackwardness  in 
learning"  to  talk.  Secondlv,  we  must  note  the  definite 
improvement  under  treatment. 

The  loss  of  power  is  apparently  dependent  upon  the 
central  nervous  system  and  is  cerebral  in  origin,  for  there 
is  no  reaction  of  degeneration  and  no  spasticity. 

A  slow-DTOwing"  intra-cranial  tumour  can  lie  excluded 
by  the  fact  that  the  child  is  improving,  and  by  the 
absence  of  the  usual  symptoms,  such  as  headache, 
vomiting,  and  optic  neuintis,  and  by  the  absence  of  any 
localising  symptoms. 

A  possible  diagnosis  is  primary  degeneration  of  the 
pyramidal  cells  of  the  cortex  of  the  l)rain,  due  to  some 
inherent  defect,  or  the  action  of  some  toxin.  This  seems 
a  reasonable  view,  in  spite  of  the  absence  of  a  history  of 
anv  exciting  cause.  The  improvement  under  treatment 
may  be  due  to  improved  nutrition  from  better  feeding. 

That  the  child  may  be  called  a  microcephalic  idiot  at 
the  present  time  is  perfectly  true,  and  perhaps  this 
explains  the  whole  condition.  In  my  experience,  however, 
the  sequence  of  symptoms  is  one  I  had  never  met  with  in 
microcephalus.  I  have  not  come  across  a  microcephalic 
idiot  who  has  been  able  to  walk,  and  has  then  gradually  lost 
the  power.  It  seems  to  me  necessary  to  conclude  that  there 
is  some  additional  factor,  and  the  sequence  of  symptoms 
suggests  that  the  case  is  possibly  one  of  cerebral  degenera- 
tion occurring  in  a  microcephalic  child.  Xo  matter  what 
the  actual  diagnosis  may  be,  the  prognosis  is  undoubtedly 
a  bad  one.  We  can  hardly  hope  that  the  boy  will 
completely  regain  normal  intelligence. 

{ExhihitecCodoher  the  17th,  1902.) 
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6.  A  CASE  OF  DEFORMITIES. 
By  FPtANK  DEAS. 

The  patient  shown  was  a  male  child,  ap;ed  1  year  a.nd 
7  montlis  ;  it  had  the  following  deformities. 

Bight  hand. — The  thumb  was  normal.  The  index  and 
middle  fingers  were  united  l)_v  thick  fleshy  union  as  far  as 
first  interphalangeal  joint.  The  middle  and  ring  fingers 
were  united  throuo'hout  their  wlnjle  extent  at  birth  by  a 


thin  skin  web  ;  this  had  been  cured.      The  little  finger  was 
absent. 

An  X-ray  photograph  showed  only  three  metacarpal 
bones — one  for  the  thunil),  one  for  the  ring  finger,  and  a 
middle  one  for  the  fused  index  and  middle  fingers. 

The  left  femur  Avas  one  and  three  cpiarter  inches  shorter 
than  the  right.  An  X-ray  ])h()togra])h  showed  the  bone 
to  be  shorter  and  smaller  than  that  of  the  right. 

{EdMhiU'd  November  the  2\st,  1902.) 
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Discussion. 

Mr.  A.  H.  Tubby  said  the  Society  was  indebted  to  Mr.  Deas 
for  l:)ringiiiy  the  ease  forward.  If  Mr.  Deas  was  present  at  the 
birth,  he  (Mr.  Tiibliy)  would  like  to  hear  whether  there  was  a 
large  amount  of  liquor  aninii  present,  and  therefore  whether  there 
was  much  packing  in  utero.  Also,  what  was  the  length  of  the 
umbilical  cord  ?  The  books  also  desci-ibed  in  such  cases  an 
amniotic  band,  but  he  had  not  sufficient  obstetric  experience  to 
know  whether  such  existed,  though  he  had  doubts  on  the  matter. 
With  regard  to  operating  on  such  a  hand,  there  were  three 
metacarpal  l)ones  and  four  fingers,  and  he  thought  the  best 
result  would  he  oljtained  not  l)y  attempting  to  separate  what 
were  presumably  the  first  and  second  fingers,  but  by  amputating 
half  of  one  and  using  the  skin  to  recover  the  remaining  half. 
His  own  experience  in  such  cases  was  getting  somewhat  large, 
and  he  found  that  when  mesoblastic  tissues  (muscle  or  tendon) 
united  two  fused  fingers  the  residts  were  not  good,  whether 
Thiersch  grafts,  or  other  classical  methods  were  used. 

Mr.  Deas  (Merton)  thanked  Mr.  Tubby  for  his  advice  and, 
in  reply  to  that  gentleman's  (piestions,  said  he  was  not  present 
at  the  birth,  which  had  taken  place  forty-five  minntes  before  he 
arrived. 


7.  A    SYPHILITIC    LIVEK     (CIUMMATOUS)     FEOM    A 
GIEL  OF  TEN  YEARS. 

By  henry  ASHBY,  M.D. 

The  specimen  shown  was  a  lardaceous  liver  containing 
gummata,  from  a  girl  aged  10  years.  The  patient  had  been 
under  observation  for  four  or  five  years  with  a  hypertro- 
phic condition  of  the  bones  of  both  forearms,  and  also  the 
tibias.*  At  the  post-mortem  examination  the  kidneys 
were  "  large  white "  and  lardaceous,  and  the  liver  and 
spleen  were  also  lardaceous ;  the  liver  was  in  an  extreme 
lardaceous  condition.      There  were  fifteen  or  sixteen  gum- 

*  One  of  the  cases  shown  at  the  Manchester  Provincial  Meeting  (vide 
'  Reports/  vol.  ii,  p.  247,  Case  No.  8). 
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mata  the  size  of  small  nuts  visible  on  the  surface,  and  also 
seen  on  section.      There  were  several  scars  on  the  surface. 


Fig.  2. — Livt'r  showiiio-  u-uinuiata  and  Licalisfd  pt'rihepatitic  scai"s. 

Professor  S.  Delepine  Avas  g-ood  enough  to  confirm  by  micro- 
sco]iical  examination  the  gummatous  nature  of  the  lesions. 
{E-vhihited  Novfinher  the  2Uf,  1902.) 

Discussion. 

The  Chairman  (Dr.  A.  E.  Sansom).  in  thanking  Dr.  Asliby, 
said  he  could  not  clearly  recall  the  child  at  the  Peudlebury 
Hospital.  Manchester,  when  the  Society  visited  that  city,  1  lecause 
the  wealth  of  material  provided  was  so  great ;  but  the  case  was 
one  of  extreme  scientific  vahie. 

Mr.  D'Arcy  Power  asked  whether  the  joints  were  examined, 
and  whether  any  joint  trouble  was  complained  of  by  the  patient. 
In  one  or  two  syphilitic  cases  he  had  seen,  the  joints  were 
considerably  affected,  though  during  life  there  was  not  much 
evidence  of  it.  It  would  be  interesting  to  hear  whether  the 
thickening  of  the  lioues  Avas  due  to  periostitis. 

Mr.     A.    H.    Tubby    asked   Avhether   the   curiovis    condition 
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Fig.  4. 


Fk;  4  -Four  sections  of  the  liver.  The  first  two  are  sections  of  the  right  lobe,  the  last  two  are 
sections  of  the  left  lobe.  One-half  of  the  third  section  and  the  whole  of  the  fourth  section 
were  stained  with  a  solution  of  iodine  to  show  the  extent  of  the  lardaceous  infiltration. 
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known  as  pneumonia  alba — syphilitic  infiltration  of  the  lun!j:s — 
was  present  in  the  case  shown  h\  Dr.  Ashby. 

Dr.  Theodore  Fisher  (Bristol)  showed  a  sketch  of  a  case 
under  his  care,  which  elinically  somewhat  resenil)led  Dr.  Ashby's. 
The  child  Avas  first  seen  at  the  ai;'e  of  six  years,  and  its  liver  was 
felt  to  he  enlarged  and  deeply  scarred,  like  the  syphilitic  liver  of 
the  adult.  The  first  child  in  the  family  was  born  alive  ;  then 
there  were  three  miscarriages ;  next  the  boy  he  was  referring  to 
was  Ijorn,  and  following  him  were  twins  who  lived  a  month  ; 
then  there  was  a  miscarriage,  and  finally  a  l)oy  who  had  lived 
fifteen  months.  The  boy  to  whom  he  first  alluded  died  three 
years  later,  and  the  liver  was  found,  post  mortem,  to  be  deeply 
scarred  in  the  situations  of  fonner  gimimata. 

Mr.  Clement  Lucas  said  it  would  be  interesting  to  hear  what 
was  the  experience  of  the  members  upon  the  treatment  of  the 
bone  affections  which  were  so  prominent  in  Dr.  Ashby"s  case. 
His  own  experience  of  chronic  ostitis  due  to  hereditary  syphilis 
was,  that  it  was  an  incurable  affection.  He  had  watched  a  case 
which  had  chronic  ostitis  of  the  til)ia,  and  another  with  chronic 
ostitis  of  the  femur,  for  as  long  as  ten  or  fifteen  years.  He 
could  not  say  that  his  treatment  by  the  local  application  of 
mercury,  and  the  administration  of  both  mercury  and  iodide 
of  potassium  internally  had  any  obvious  effect  in  reduc- 
ing the  chronic  ostitis,  when  it  had  once  decidedly  de- 
veloped. Many  years  ago,  as  a  junior  assistant-surgeon,  he 
amputated  one  such  case,  because  it  was  thought  by  his  senior 
colleagues  that  the  case  was  one  of  tumoiir  of  the  ulna. 
There  was  an  enormous  thickening  and,  even  when  cut  down 
upon,  it  was  thought  to  be  a  txmiour ;  and  he  was  particularly 
impressed  by  his  colleagues  on  the  necessity  of  removing  the 
enlarged  glands  which  were  above  the  part.  It  was  really  a  case 
<jf  syphilitic  ostitis,  which  had  previously  lieen  under  treatment 
for  a  long  time  with  mercurial  inimction,  and  mercury  and 
iodide  of  potassium  internally.  His  fiuther  experience  of  such 
cases  confirmed  his  lielief  that  they  were  the  most  chronic  forms 
of  ostitis  -which  could  be  met  with.  He  had  incised  bones,  done 
linear  osteotomies,  and  chiselled  out  portions  of  bone,  but  no 
treatment  seemed  to  be  satisfactory,  He  would  be  interested  to 
hear  Avhether  Dr.  Ashljy's  siirgical  colleagues  had  lieen  consulted 
about  the  case,  and  whether  they  could  give  any  hope  in  cases 
wliere  there  was  very  great  enlargement  of  Itone. 

The  Chairman  (Dr.  A.  E.  Sansom)  thought  the  case  nar- 
rated and  illustrated  by  Dr.  Theodore  Fisher  was  scarcely  of  the 
same  nature  as  Dr.  Ashby's,  which  was  demonstrably  gum- 
matous. 

Dr.  Henry  Ashby  (Manchester),  in  reply,  said  that  although 
the  girl  was  under  treatment  four  or  five  years,  neither  the  gum- 
mata  nor  the   l)one  lesions  were  cured.     He  thouy-ht  all  would 
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agree  with  Mr.  Lucas  that  the  l)oiies  in  such  cases  were  very 
little  influenced  l^y  either  iodide  of  potassium  or  mercury.  The 
girl  Avas  taken  into  the  iKjspital  from  time  to  time,  when  there  were 
tender  nodes  on  the  shins,  and  then,  liy  giving  rest  and  medicines, 
they  were  brought  down  to  a  chronic  state.  With  regard  to  the 
state  of  the  bones,  permission  could  not  be  had  for  obtaining 
them.     In  the  lungs  there  was  only  hypostatic  trouble. 


8.  CICATRICIAL  CONSTRICTION  OF  THE  ABDO- 
MINAL WALL  AND  OF  THE  LEFT  THIGH. 
ATTRIBUTED  TO  COMPRESSION  BY  THE 
UMBILICAL  CORD. 

By  C.  O.  HAWTHORNE,  M.D. 

The  unusual  conditions  existing  in  this  case  are  clearly 
displayed  in  the  accompanying"  illustrations.  As  is  shown 
in  the  fig'ures,  there  is  a  narrow  cicatricial  hand  forming  a 
complete  girdle  of  constriction  in  the  abdominal  w-all. 
Behind,  it  is  placed  at  the  level  of  the  third  lumbar  spine; 
on  each  side,  it  ])asses  forwards  and  slightly  downwards 
just  above  the  level  of  the  iliac  crest;  and  the  circle  is  con- 
cluded in  front  at  a  point  l^th  of  an  inch  below  the  umbilicus. 
The  cicatrix  appears  to  involve  only  the  superficial  part  uf 
the  skin,  but  it  grips  the  abdominal  wall  to  such  an  extent 
that  it  produces  a  groove,  which  in  the  anterior  part  is  de- 
pressed from  jth  to  \  an  inch  l)elow  the  surface.  Posteriorly, 
there  is  some  appearance  of  a  double  groove,  but  this 
cannot  be  traced  in  the  lateral  and  anterior  parts  of  the 
circle. 

The  lower  part  of  the  left  thigh  also  shows  a  depression 
or  furrow  placed  obliquely  immediately  above  the  knee. 
The  skin  here  shows  no  distinct  cicatricial  change,  and  the 
constriction  is  much  less  acute  than  that  in  the  abdominal 
wall. 

These  conditions  have,  without  doubt,  been  present  from 
birth.  Unfortunately,  it  has  not  been  possible  to  trace  the 
practitioner  who  was  in  attendance  wdien  the  child  was 
born — she  is  now  ten  years  of  age — and  therefore  expert 
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testimony  in  reference  to  the  then  existing  facts  is  not  avail- 
able. But,  according  to  the  mother's  statement,  delivery 
took  place  at  the  seventh  month,  and  the  grooves  on  the 
abdominal  wall  and  thigh  were  occupied  by  the  umljilical 
cord.  The  same  witness  credits  the  doctor  with  the  remark 
that  "  had  the  pregnancy  gone  to  full  time  the  child  would 
have  been  cut  into  three  ])arts." 

The  chief  feature  of  interest  in  the  case  is  the  question 
of  the  agency  by  wdiich  the  grooves  on  the  abdominal  wall 
and  thigh  were  produced.  It  may  be  assumed  that  at  the 
time  of  birth  these  depressions  were  certainly  occupied  by 
the  umbilical  cord,  because,  apart  from  the  mother's  state- 
ment as  quoted  above,  other  cases  have  been  recorded  in 
which  a  loop  of  the  cord  has  been  found  in  somewhat 
similar  constrictions,  at  least  in  the  case  of  the  limbs.  Thus, 
it  may  be  fairly  argued  that  there  is  a  iirima  facie  case  in 
favour  of  the  umbilical  cord  as  the  constricting  agent.  But, 
the  evidence  is  not  quite  conclusive.  For  it  must  be 
allowed,  that  given  during  intra-uterine  life  the  formation 
of  grooves  upon  the  surface  from  any  cause  whatsoever,  the 
mechanical  conditions  are  such  as  would  lead  more  or  less 
readily  to  the  reception  and  retention  of  the  umbilical  cord 
within  such  depressions.  It  is  therefore  possible  that  occu- 
pancy by  the  cord  may  be  not  the  cause  but  the  conse- 
([uence  of  these  constrictions.  Hence,  it  must  be  considered 
whether  there  is  any  other  feasible  constricting  agent.  First 
of  all  in  this  respect  comes  the  possibility  of  Ijands  of  tissue 
taking  origin  in  connection  with  the  formation  of  the 
amnion .  These  are  usually  regarded  as  agents  which  may 
lead  to  intra-uterine  amputation  of  the  digits  or  limbs,  and 
some  instances  have  been  recorded  in  which  they  have  been 
found  consti"icting  these  parts.  All  that  can  be  said  in 
the  present  case  is  that  there  is  no  evidence  of  the  existence 
or  action  of  such  bands.  In  the  second  place,  there  is  the 
suggestion  that  constrictions  and  amputations  of  the  limbs 
occurring  during  intra-uterine  life  are  due  not  to  some 
external  agent,  but  to  a  trophic  or  sclerodermic  change, 
,  such    change    not    onlv    involving    the    skin,    but    cutting 
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Fig.  5. 


Fig.  fi. 
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its  way,  as  it  were,  more  or  less  deeply  into  the  tissues 
and,  in  the  most  extreme  instances,  causing-  strangu- 
lation, or  even  separation  of  the  distal  part.  Dr.  J.  W. 
Ballantyne,  who  discusses  this  question  in  his  latest  work 
on  '  Antenatal  Pathology,'  considers  that  no  "  satisfactory 
explanation  of  the  production  of  the  so-called  spontaneous 
amputations  has  yet  been  advanced."  In  view  of  so 
authoritative  a  statement,  some  reserve  in  the  expression  of 
an  opinion  is  necessary,  but  it  may  be  permitted  to  suggest 
that  in  the  present  instance  there  are  facts  which  support 
the  view  that  here,  at  all  events,  the  umbilical  cord  is 
responsible  for  the  existing  conditions.  These  are  found 
more  particularly  in  connection  with  the  groove  on  the  left 
thig-h.  This,  it  will  be  observed,  has  not  a  circular,  but  a 
spiral  direction  and  form.  Now,  whilst  it  may  be  conceiv- 
able that  a  trophic,  or  sclerodermic  lesion  may  produce  a 
circular  constriction  of  a  digit  or  limb,  it  is  less  easy  to 
imagine  an  oblique  or  spiral  groove,  such  as  is  here  repre- 
sented, to  be  the  result  of  such  a  lesion.  Further,  the 
skin  forming  the  floor  of  this  groove  is  apparently  normal 
in  every  respect ;  the  appearances  are  just  what  might  be 
expected  from  prolonged  compression  by  a  lu'oad,  smooth 
ligature.  Add  to  these  facts  the  further  fact  (as  it  may  be 
assumed  to  be)  that  the  cord  was  found  in  the  groove  at 
the  time  of  the  child's  birth,  and  the  evidence  supporting 
the  theory  that  the  cord  is  responsible  for  the  existence  of 
the  groove  is,  it  must  be  admitted,  very  strong,  if  not 
actually  conclusive.  But,  if  this  view  holds  good  in  refer- 
ence to  the  thigh  it  must  apply  with  almost  equal  force  to 
the  constriction  of  the  abdominal  wall.  It  is  only  necessary 
to  suppose  a  greater  degree  of  tension  to  explain  both  the 
more  marked  depression,  and  the  definite  cicatricial  change. 
This  hypothesis  also  accommodates  itself  to  the  appearance 
of  a  double  groove  on  the  posterior  wall  of  the  abdomen 
with  the  existence  of  a  single  furrow  in  the  rest  of  the 
circle.  For,  in  the  former  position  the  firm  structure  of 
the  wall  opposes  a  deep  depression,  and  thus  a  limited  play 
of   the  cord  from   one  level  to   another  becomes   possible  ; 
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whereas  tlie  yielding  nature  of  the  lateral  and  anterior 
abdominal  walls  favours  the  ready  formation  of  a  deep  and 
narrow  furrow,  along  the  line  of  which  the  compressing* 
action  of  a  tense  cord  would  be  continuous.  Such  a  con- 
clusion bears  upon  the  question  of  the  causation  of  intra- 
uterine amputations.  That  the  agency  producing  these  is 
identical  with  that  producing  constrictions  of  the  limbs  is 
fairly  certain.  For,  in  addition  to  the  common-sense  pre- 
sumption that  ampu.tation  is  merely  constriction  carried  to 
an  extreme  degree,  there  is  the  observation  that  both  con- 
ditions may  be  present  in  one  and  the  same  child.  An 
example  of  this  association  was  recently  shown  at  the  Poly- 
clinic, the  case  being  that  of  an  infant  born  minus  several 
fingers,  and  with  a  deep  constricting  groove  around  one 
leg.  But,  if  intra-uterine  amputations  are,  or  may  be,  due 
to  the  same  cause  as  that  which  produces  constrictions  of 
the  limbs  ;  and  if,  as  is  rendered  in  the  highest  degree 
probable  from  the  present  case,  such  constrictions  may  be 
caused  by  the  umbilical  cord  acting  as  a  constricting  agent, 
it  follows  that  intra-uterine  ampu^tations  may  also  be  accom- 
plished by  the  cord,  or  other  band  external  to  the  foetus. 
Hence,  the  present  case  may  l)e  advanced  as  a  contribution 
to  the  discussion  regarding  the  mechanism  of  intra-uterine 
amputation.  And  its  influence  goes  to  show  that  such 
amputations  are  caused  by  an  external  band  constricting 
in  an  extreme  fashion  the  aif ected  part.  The  argument,  in 
brief,  is  that  intra-uterine  amputations  and  constrictions  of 
the  limbs  are  produced  by  one  and  the  same  agency  ;  that, 
as  is  here  shown,  such  constrictions  may  be  caused  by  an 
external  constricting  band,  in  this  instance  the  umbilical 
cord ;  and  that,  consequently,  such  bands  must  be  held 
responsible  for  the  occurrence  of  intra-uterine  amputations. 
[Exhibited  Novemher  the  2lst,  1902.) 

Discussion. 

The  Chairman  (Dr.  A.  E.  5ansom)  said  if  the  ligature 
theory  advanced  was  well-founded  it  was  fortunate  that  the 
birth  took  place  at  the  seventh  instead  of  at  the  ninth  month. 
The  explanation  given  seemed  a  reasonable  one. 

VOL.   III.  3 
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9.  BILATEEAL    COLOBOMA  OF  THE   lEIS,  CHOEOID. 
AND  OPTIC  DISC. 

By  C.  0.  HAWTHORNE,  M.D. 

This  is  an  example  of  a  congenital  abnormality,  namely, 
imperfect  closure  of  the  foetal  ocnlar  cleft.  The  defect  is 
not,  as  in  the  more  frequent  cases,  limited  to  the  iris.  It 
involves  also  the  choroid  and  the  optic  disc.  A  further 
measure  of  interest  is  provided  by  the  fact  that  the  defect 
exists,  and  to  an  equal  extent,  in  the  two  eyes.  It  is  the 
extreme  development  and  symmetry  of  the  condition 
which  are  the  special  features  of  the  case.  The  lens  of 
the  rig-ht  eye  has  recently  become  opa(|ue,  l)ut  when  first 
seen,  some  twelve  months  ao-o,  the  right  fundus  showed 
a  condition  exactly  parallel  to  the  facts  present  in  the 
left  eye. 

As  points  of  detail,  it  may  be  noted  that  the  coloboma 
in  each  iris  is  not  a  gap  gi-adually  narrowing  from  the 
pupillary  margin  to  the  circumference  of  the  iris  ;  it  has, 
on  the  contrary,  the  appearance  of  a  rectangle  cut  out  of 
the  iris  substance,  so  that  the  coloboma  and  pupil  together 
have  the  shape  of  a  keyhole.  Again,  across  the  base  of 
the  coloboma  in  the  left  iris  is  a  strand  of  iris  tissue 
separating  it  from  the  opening  of  the  pupil,  and  justifying 
the  term  "  bridge-coloboma."  A  third  fact  is  the  existence 
of  a  notch  in  the  lower  margin  of  the  left  lens — the  so- 
called  coloboma  of  the  lens.  In  all  respects  other  than 
the  above  the  eyes  seem  to  be  of  normal  develn|)nient. 

The  patient,  a  girl  of  thirteen  years,  is,  with  the 
exception  of  her  eyes,  Avell-developed  and  free  from  bodily 
deformity;  she  is  one  of  a  family  of  seven,  and  neither  in 
the  present,  nor  in  the  earlier  generations  is  there  any 
history  of  peculiarity  in  the  appearance  of  the  eyes, 
or  of  defective  sight. 

{Ealiihitnl  Noi-emher  t]ir2]sf,   1902.) 
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10.  SUBCUTANEOUS    TRAUMATIC     RUPTURE     OF    A 
SPINA   BIFIDA. 

By  R.  C.  dun,  cm. 

This  ca.se  of  spina  bifida  i.s  one  in  whieli  there  was, 
apparently,  subcutaneous  rujjture  of  the  sac,  the  i-esult  of 
an  injury. 

Tlie  patient  is  a  girl  of  six  years  old.  I  first  saw  her 
in  the  out-patient  department  of  the  Children's  Infirmary, 
Liverpool.  The  mother,  a  careful  and  intelligent  woman, 
g-ave  me  the  following  history.  The  child  was  born  with 
a  swelling  low  down  on  the  back,  covered  with  thin  red 
skin,  which  afterwards  became  white.  The  swelling  kept 
pace  with  her  growth.  There  was  never  any  complaint 
of  pain.  She  always  made  water  more  frequently  than 
the  other  children,  and  habitually  wetted  the  bed  at  night. 

Six  weeks  before  the  girl  was  brought  to  me  she  was 
run  over  by  a  light  milk-cart.  The  driver  of  the  cart 
took  her  to  one  of  the  hospitals,  where  she  was  examined, 
and  the  man  afterwards  drove  her  home.  He  distinctly 
told  the  mother  that  one  wheel  had  passed  over  the  child. 

On  undressing  her  the  mother  noticed  that  the  swelling 
on  the  back  had  entirely  disappeared.  The  clothes  were 
not  wet. 

She  was  kept  in  bed  for  a  week ;  from  the  time  of  the 
accident  she  always  had  pain  when  any  pressure  was  made 
over  the  lower  part  of  the  spine,  and  she  could  not  lie  on 
her  back. 

About  a  fortnight  after  the  accident  a  swelling  was 
noticed  on  the  buttock  to  the  left  side ;  this  gradually 
increased  in  size,  and  four  or  five  days  later  the  old  swelling 
in  the  middle  line  gradually  began  to  reappear.  Since 
then  both  swellings  have  grown  larger. 

For  a  few  days  after  the  accident  there  was  complete 
incontinence  of  urine  and  faeces ;  this  loss  of  power  was 
recovered  from  o-raduallv. 
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The  child  was  brought  to  the  hospital  on  account  of 
the  pain  whicli  "was  present  on  pressure  over  the  swellings 
on  the  l)ack,  and  their  progressive  increase  in  size. 

On  June  the  21st,  1902  (eight  weeks  after  the  accident) 
the  child  was  admitted  into  the  Children's  Infirmary,  and 
the  foll()wiiig  notes  were  taken. 

Both  swellino-s  on  the  l)ack  have  considerablv  increased 


Fig. 


in  size  since  she  was  seen   in  the   out-patient    department 
fourteen  days  ap,x). 

.  In  the  middle  line  of  the  back,  over  the  last  lumbar 
vertebra  and  upper  three  pieces  of  the  sacrum,  there  is  a 
swelling  bluntly  conical  in  shape,  rounded  at  its  base,  and 
covered  with  normal  skin,  except  towards  its  apex  where 
there  is  white  cicatricial  tissue.  From  the  normal  skin 
over  the  tumour  tlu-rc  is  a  ]ilentiful  growth  of  tine  shoi-t 
hair.  Projecting  outwards  and  to  the  left  from  the  side 
of  this  first  swelling  there  is  a  second  swelling,  flatter  and 
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longer  and  ending  in  a  rounded  extremity.  Its  lies  trans- 
versely over  the  left  dorsum  ilii.  At  its  riglit  end  it  merges 
with  the  left  side  of  the  larger  conical  swelling  in  the 
middle  line.  There  is  a  slight  sulcus  where  the  two 
tumours  meet ;  hairs  are  present  in  this  groove,  but  do  not 
extend  over  the  swelling  to  the  left.  On  palpation,  both 
tumours  fluctuate  distinctly,  the  fluid  wave  passing  freely 
from  one  to  the  other.  The  edge  of  both  is  ill-defined. 
No  bony  deficiency  can  be  felt.  There  is  considerable  pain 
on  palpation,  causing  the  child  to  cry  out.  On  firm  pres- 
sure with  the  flat  of  the  hand  on  the  swelling  to  the  left, 
it  can  be  made  to  disappear  almost  entirely,  the  large  right 
tumour  becoming  increased  in  size  and  tension.  On 
pressing  thus^  the  left  posterior  superior  spine  can  be  dis- 
tinctly felt. 

The  child  is  unable  to  lie  on  her  back,  owing  to  the  pain 
which  she  suffers  in  this  position. 

She  micturates  about  every  two  hours  during  the  day,  and 
has  dribbling  of  urine  at  night.  The  bladder  is  not  over- 
distended,  the  urine  is  normal.  She  has  complete  control 
of  the  bowels.  There  are  no  deformities.  There  are  no 
paralyses,  anfesthetic  areas,  or  trophic  lesions  of  the  lower 
extremities. 

On  June  the  30th  I  operated.  I  made  two  vertical  in- 
cisions, slightly  curved  to  surround  the  cicatricial  area  on 
the  median  swelling,  and  passing  well  above  and  below  it. 
Cutting  through  a  small  amount  of  areolar  tissue  I  got 
down  upon  the  left  side  of  the  main  sac,  which  was  thick 
and  strong,  and  proceeded  to  peel  off  the  superficial  struc- 
tures from  it,  which  was  easily  accomplished.  On  reaching 
the  sulcus  between  the  two  tumours  I  came  upon  a  very 
thin  translucent  sac  passing  out  from  the  side  of  the 
thicker  one.  I  exposed  this  for  about  an  inch  from  the 
central  swelling ;  it  was  firmly  adherent  to  the  overlying 
subcutaneous  tissue,  and  was  defined  with  difficulty.  I 
then  made  a  half-inch  vertical  incision  into  it.  Clear 
fluid  escaped.  On  eidarging  the  opening,  and  raising 
the   edges   of   the   thin   sac  with  forceps,   I  saw  a  round 
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opening  rather  larger  than  a  threepenny  piece,  which  led 
into  the  thicker  central  sac.  On  inserting  the  finger,  the 
edges  of  this  opening  felt  firm  and  resistent,  and  perfectly 
smooth.  The  finger  could  be  passed  outwards  in  the 
thinner  sac  for  2h  inches  ;  the  whole  wall  was  smooth.  I 
next  opened  the  central  sac  by  a  laterally  placed  vertical 
incision  on  the  left  side,  and  found  it  to  be  about  four 
times  the  thickness  of  the  lateral  one  previously  opened. 
Numerous  strands  of  nerve  tissue  could  then  be  distinctly 
seen  passing  from  the  deficiency  in  the  spinal  canal  on  to 
the  sac.  The  skin  was  next  thrown  oif  the  right  side  of 
the  tumour,  the  sac  opened  on  that  side,  and  the  nerves 
dissected  away  from  the  sac.  In  this  I  was  only  partially 
successful,  for  two  strands  of  nerve  tissue  Avere  so  firmly 
adherent  that  I  was  forced  to  desist  in  my  eiforts  of 
separation,  and  to  return  them  to  the  spinal  canal  with 
thin  strips  of  sac  attached.  The  remainder  of  the  thick  sac 
was  then  cut  away,  and  the  edges  inverted  and  united  with 
a  continuous  silk  suture.  Two  lateral  musculo-fascial  flaps 
Avere  cut,  and  also  sutured  with  inverted  edges  over  the 
bony  gap. 

I  now  attempted  to  dissect  out  the  thin  laterally  placed 
sac.  This  I  found  was  a  matter  of  great  difficulty,  as 
the  wall  was  very  thin  and  firmly  adherent  to  overlying 
tissue.  It  tore  readily  on  picking  it  up  with  forceps. 
After  getting  away  small  portions,  I  thought  that  the  time 
spent  was  unnecessarily  prolonging  the  operation,  and 
serving  no  useful  purpose ;  so  I  left  the  remainder,  and 
closed  the  superficial  wound. 

The  after  progress  as  regards  her  general  condition 
was  uneventful. 

For  three  days  there  was  complete  incontinence  of 
urine  and  faeces.  On  the  fourth  day  the  control  of  the 
bowel  began  to  return,  and  was  complete  on  the  seventh  day. 

The  urinary  condition  was  slower  in  im])rovement,  but 
in  three  weeks  it  had  returned  to  the  state  which  existed 
before  the  o])eration,  viz.  micturition  every  two  to  three 
hours  during  the  day,  with  dril)l)ling  at  night. 
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There  was  no  pain  after  the  operation,  and  the  child- 
can  now  lie  comfortably  on  her  back,  and  experiences 
no  discomfort  on  pressure  on  the  cicatrix. 

I  had  hoped  that  my  operation  might  improve  the 
partial  bladder  paralysis,  but  my  inability  to  separate  all 
the  adherent  nerves  from  the  sac  probably  accounts  for 
my  failure  in  this  respect. 

The  clear  history  of  the  sudden  disappearance  of  the 
old  spina  bifida  immediately  following  an  injury,  without 
any  external  escape  of  fluid,  the  subsequent  appearance  of 
a  fluctuating  swelling  in  close  relation  to  the  position  of 
the  original  one,  and  a  later  distension  of  the  old  sac,  all 
point  to  subcutaneous  ruptui-e  of  the  spina  bifida  which 
had  existed  since  birth. 

I  take  it,  that  on  rupture  of  the  sac  the  cerebro-spinal 
fluid  was  forced  into  the  areolar  tissue  over  the  left  gluteal 
muscles,  that  gradually  it  became  encapsuled,  and  further 
leakage  from  the  spinal  canal  caused  the  appearance  of 
the  laterally  placed  swelling.  When  the  full  capacity  of 
this  false  sac  was  reached  distension  of  the  old  one 
followed,  with  reappearance  of  the  original  spina  bifida. 

I  think  that  the  difference  in  thickness  of  the  two  sacs,  the 
close  adherence  of  the  areolar  tissue  to  the  laterally  placed 
one,  and  the  small  sharp  cut  opening  between  the  two,  all 
bear  out  this  view.  {Read  November  the  21st,  1902.) 


11.  ECTOPIA  OF  THE  BLADDER  WITHOUT  DIVISION 
OF  ITS  WALLS;  PAETIAL  EPISPADIAS;  INCOM- 
PLETE DESCENT  OF  THE  TESTICLES. 

By  R.  C.  dun,  cm. 

The  patient  is  6  months  old ;  he  is  the  thii*d  child. 
Two  children  born  previously  were  well-formed.  He  is 
healthy,  but  rather  undersized.     There  is  no  family  history 
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of  congenital  deformities.  The  birth  was  normal.  The 
navel  was  prominent  from  the  first,  and  became  more  so 
after  the  separation  of  the  stump  of  the  umbilical  cord. 
The  following  notes  were  taken  of  the  condition. 

No  umbilical  scar  is  visible.  The  recti  abdominis 
muscles  are  separated  in  their  whole  length,  but  most 
widely  towards  their  lower  part.  The  pubic  rami  are 
distant  one  inch  from  each  other.  Both  testicles  lie  just 
outside  the  external  abdominal  rings.  There  is  a  poorly 
developed  post-anal  dimple.  At  the  lower  part  of  the 
abdominal  wall,  in  the  middle  line  and  innnediately  above 
the  root  of  the  penis  there  is  a  distinct  protrusion.  The 
penis  is  upturned  and  lies  closely  applied  to  the  under 
surface  of  this  swelling.  The  projecting  part  is  rather 
larger  than  a  shilling-piece  in  circumference,  and  is 
surrounded  by  a  distinct  sulcus  where  it  merges  with  the 
abdominal  wall.  This  groove  is  deepest  at  the  lower 
part  of  the  protrusion.  No  signs  of  cicatrisation  are 
present  on  its  surface  or  margins.  Its  covering  is  white, 
but  of  a  slightly  jnnker  shade  than  that  of  the  normal 
skin.  It  is  thin,  and  when  the  child  is  at  rest  it  shows 
numerous  shallow  folds.  Measured  in  this  condition,  the 
swelling  stands  out  yV^hs  of  an  inch  from  the  abdominal 
wall.  The  surface  is  dry.  When  the  child  cries  a  marked 
increase  in  size  occurs  ;  the  protrusion  is  then  f  ths  of  an 
inch,  while  the  covering  becomes  smooth  and  stretched 
and  considerably  darker  in  colour. 

On  gentle  pressure  the  swelling  can  readily  be  re- 
duced. The  finger-tip  passed  backwards,  invaginating 
the  protrusion,  can  be  felt  to  enter  a  distinct  inng  with 
sharp,  thin  edges.  This  ring  allows  the  passage  of  the 
index-finger  up  to  the  middle  of  its  terminal  phalanx. 
On  withdrawing  the  finger  the  swelling  gradually  reappears. 

On  several  occasions  out  of  many  on  which  I  reduced 
the  swelling  by  pressure,  a  distinct  gurgling  sensation  was 
transmitted  to  the  fingers. 

On  ])ending  doAvn  the  penis  from  its  abnormal  position 
tlie  following  ])oiiits  are  evident.      From  the  lower  part  of 
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tlie  lateral  aspect  of  the  protruded  area  there  passes 
downwards  on  either  side  a  thin  red  moist  fold.  These 
folds  are  to^^is  of  an  inch  in  length.  They  converge  as 
they  pass  downwards,  and  blend  together  at  the  root  of 
the  dorsal  surface  of  the  penis.  They  enclose  a  tri- 
angular space  with  its  base  uppermost.  The  depth  of 
this  space  is  greatest  at  its  base,  where  it  measures  ^th 
of  an  inch;  it  becomes  quite  shallow  towards  its  apex 
where  the  containing  folds  unite.  This  space  is  somewhat 
over-hung  by  its  lateral  folds  passing  outwards  under 
them  for  |-rd  of  an  inch  on  either  side.  The  floor  of  the 
space  is  moist  and  i-ed ;  there  is  no  escape  of  urine  from 
it. 

The  lower  sharp  edge  of  the  filn'ous  ring  which  limits 
the  abdominal  protrusion  can  be  distinctly  felt  just  on  a 
level  with  the  upper  margin  of  this  space,  and  pressure 
backwards  on  the  floor  of  the  space  gives  the  impression 
to  the  finger  of  a  thin  fil)rous  membrane. 

The  penis  is  one  inch  long ;  it  points  u]3wards  and 
forwards,  at  an  angle  of  about  60  with  the  abdominal  wall. 
It  is  slightly  curved,  with  the  concavity  upwards.  The 
dorsum  of  the  body,  and  the  proximal  part  of  the  glans 
lie  closely  applied  to  che  under  surface  of  the  abdominal 
intrusion. 

The  only  indication  of  the  prepuce  is  a  slight  redun- 
dancy of  skin  passing  from  the  frainum  for  ^th  of  an  inch  on 
either  side.  Above  this  level,  on  the  sides  and  dorsum  of 
the  penis  the  corona  glandis  is  fully  exposed,  and  the  skin 
appears  to  be  stretched  presenting  no  folds. 

The  raphe  on  the  under  surface  of  the  penis  is  well 
marked  and  passes  back  on  to  the  scrotum. 

The  urethral  orifice  is  normal  in  size  and  position, 
opening  at  the  point  of  the  glans  slightly  towards  its 
under  surface. 

On  the  dorsum  of  the  glans  in  the  middle  line  there  is 
a  shallow  groove  running  forwards  from  the  corona.  This 
groove  is  ^th  of  an  inch  long  and  Tiyth  of  an  inch  deep  pos- 
teriorly.     It  becomes  shallower  anteriorly  and  ceases  to  be 
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evident    yV^Iis    of    an   inch   behind    the    external   urinary 
meatus.      Its  surface  is  red  and  moist. 

On  the  dorsum  of  the  body  of  the  penis  another  sulcus 
is  visible.  This  starts  towards  the  root  of  the  organ,  ^th 
of  an  inch  from  its  juncture  with  the  abdominal  wall,  and 
passes  forward  directly  in  the  middle  line  for  fths  of  an  inch. 
It  becomes  shallower  at  its  anterior  exterior,  which  is  Jth  of 
an  inch  behind  the  beginning  of  the  groove  on  the  glans. 
This  sulcus  is  also  deeper  posteriorly  where  it  is  overhung 
by  slight  lateral  and  posterior  folds,  which  give  it,  at  this 
point,  the  appearance  of  the  opening  of  a  small  sinus.  The 
point  of  an  ordinary  probe  is  just  admitted  into  this 
cul-de-sac.  The  lining  of  this  groove  is  also  red  and 
moist.  No  escape  of  urine  from  either  of  these  penile 
sulci  has  at  any  time  been  noticed. 

Two  lateral  grooves,  Avhich  do  not  meet  in  the  middle 
line,  are  present  at  the  junction  of  the  penis  with  the 
abdominal  wall.  These  are  shallower  than  the  sulci 
previously  described.  They  begin  abruptly  towards  the 
dorsum  and  gradually  fade  away  as  they  pass  round  the 
sides  of  the  penis. 

The  act  of  micturition  is  normally  performed,  all  the 
nrine  being  passed  ^jer  urethram. 

On  two  occasions  I  passed  a  soft  catheter  into  the 
bladder,  and  drew  off  H  ounces  and  2  ounces  of  urine  re- 
spectively. I  then  injected  2^  ounces  of  sterile  watet',  but 
this  was  insufficient  to  distend  the  abdominal  protrusion. 
I  did  not  think  it  wise  to  attempt  to  force  in  a  greater 
({uantity.  A  sound  passed  easily  along  the  urethra ;  when 
in  the  bladder,  by  depressing  the  handle,  the  beak  of  the 
sound  sli]iped  readily  into  the  protruded  portion  and  could 
be  made  to  project  its  covering.  The  thickness  of  tissue 
between  the  sound  and  the  fingers  palpating  it  in  this 
position  was  certainly  not  more  than  ^th  of  an  inch. 

On  withdrawing  the  sound  from  the  ])rotrusion  and 
])assing  it  well  up  towards  tlie  fundus  of  the  bladder,  the 
instrument  was  felt  through  the  abdominal  wall  one  inch 
above  the  projecting  area.      On  firmly  pressing  the  sound 
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upwards  in  this  position,  the  thin  coverings  of  the  pro- 
trusion became  puckered  inwards,  and  the  whole  swelling 
was  flattened  out. 

I  have  a  photograph  which  shows  the  projection  from 
the  abdominal  wall,  the  relative  position  of  the  penis  to  it, 
the  absence  of  the  umbilicus  in  the  noi'mal  position,  and 
the  incompletely  descended  testicles. 

Fig.  <s. 


A  radiograph  taken  by  Dr.  Holland  shows  separation  of 
the  pubic  rami.  An  oval  shadow  is  present,  giving  an 
appearance  similar  to  that  produced  by  a  vesical  calculus. 
No  stone,  however,  was  detected  in  the  bladder.  This 
shadow  corresponds  with  the  position  of  the  abdominal 
protrusion  and  upturned  penis,  but  I  fail  to  see  how  these 
can  possibly  account  for  it.  Rectal  examination  revealed 
nothing.  We  had  proposed  taking  another  radiograph, 
but  the  child  developed  measles,  and  had  to  be  sent  out  of 
the  hospital.  For  the  same  reason  I  was  unable  to  obtain 
a  cast  of  the  paints. 

My  view  is  that  the  abdominal  protrusion  is  a  closed 
and  dilated  urachus.      That  when  the  child  cries  the  pos- 
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terior  wall  of  the  bladder  is  forced  forwards  into  it,  and 
that  under  extra  strain  intestine  also  finds  its  way  in 
behind  the  bladder,  as  evidenced  by  the  occasional  g-uro'ling- 
sensation  felt  on  reduction. 

That  the  protrusion  occurs  at  the  point  where  the  inn- 
bilical  cord  was  originally  attached  is,  I  think,  apparent 
from  the  history,  from  the  absence  of  an  umbilical  scar 
higher  up,  and  from  the  distinct  fibrous  ring  which  can  be 
felt  on  inverting  the  protrusion. 

The  bladder  has  obviously  developed  upwards,  beyond 
the  level  of  the  abdominal  projection  as  ascertained  with 
the  sound.  That  the  anterior  wall  of  the  bladder  is 
attached  to  the  lining  of  the  protrusion  is  proved  by  the 
inward  puckering  of  the  latter,  when  the  sound  is  pressed 
upwards  against  the  fundus. 

The  case  is  of  interest  from  a  developmental  standpoint, 
and  also  because  I  find  no  similar  condition  reported  in 
the  literature  of  the  subject. 

Kermission,^  in  discussing  extrophy  of  the  bladder, 
gives  the  following  classification. 

1.  Ectopia  of  the  bladder  without   division    of  its  walls. 

2.  Superior  vesical  fissure. 

3.  Inferior  vesical  fissure. 

4.  Complete  extrophy. 

He  cites  one  case  reported  by  Froriep  and  Gusserow  as 
the  only  known  example  of  the  first  variety. 

In  this  case  there  was  a  hernia  of  the  bladder  through 
a  patent  uraclius.  Urine  escaped  partly  by  the  abdominal 
opening,  partly  by  the  urethra.  The  posterior  bladder 
wall  was  everted  through  the  iirachus  when  the  child 
cried,  bringing  the  ureter  orifices  into  view.  The  umbilical 
scar,  penis  and  symphysis  ]mbis  were  normal.  I  brietiy 
mention  this  case  on  account  of  its  relation  to  the  present 
one. 

In  considering  the  develo])niental  effects  whicli  are 
present  in  my  case,  I  look  ujion  a  dilated  allautois  with 
stunted    development    of   its   stalk,    and   conseipu'iit    sliort 

*  '  Traite  des  Maladies  Chirurgicales  d'origine  congenitale,'  isiis. 
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attacliment  to  the  cliorion  as  tlie  probable  factor  in  pro- 
ducing the  deformity.  A  constant  pull  downwards  would 
arise  from  such  a  condition,  and  thus  account  for  the  low 
position  of  the  umbilicus  corresponding  to  that  found  in  an 
early  foetal  state.  This  traction,  associated  with  the 
dilation  of  the  allantois,  would  form  a  mechanical  obstruc- 
tion to  the  development  of  the  abdominal  wall.  It  would 
account  for  the  large  size  of  the  umbilical  ring,  the  thin 
covering  of  the  abdominal  protrusion,  the  failure  of 
coalescence  of  the  cutaneous  folds  below  it,  and  the  non- 
union of  the  pubic  bones. 

The  theory  advanced  by  Ahlfeld,^  that  an  abnormal 
position  of  the  umbilical  vesicle — its  direction  being  towards 
the  caudal  rather  than  the  cephalic  end  of  the  embryo — 
may  cause  traction  on  the  omphalo-mesenteric  canal,  and 
as  a  result  non-closure  of  the  abdominal  wall,  might  also 
account  for  the  allantois  protrusion,  and  possibly  the  non- 
development  of  the  lower  abdominal  wall  and  pubic  bones 
in  the  present  case. 

But,  I  think  that  a  persistent  early  condition  of  the 
allantois,  such  as  I  have  descriljed,  is  more  likely  to  have 
been  the  causal  factor. 

In  Grusserow's  case  a  dilated  urachus  was  apparently 
laid  open  during  the  separation  of  the  cord,  and  it  is  easy 
to  see  how  such  a  complication  might  have  occurred  in 
the  present  one.  Had  this  taken  place  a  similar  protrusion 
of  uncovered  posterior  bladder  wall  must  have  followed. 

In  Gusserow's  case  the  development  of  a  normal  stalk 
to  the  allantois,  and  the  consequent  absence  of  downward 
traction  and  mechanical  interference  with  development 
would  explain  the  normal  position  of  the  umbilicus,  the 
complete  abdominal  wall,  and  united  symphysis  pubis. 

In  regard  to  the  development  of  the  parts  involved,  it 
is  now  agreed  that  the  anterior  wall  of  the  bladder,  and 
the  lower  part  of  the  anterior  abdominal  wall  have  a 
common  origin.  They  are  derived  from  the  so-called  anal 
membrane,  the  most  posterior  reilected  part  of  the  primitive 
*  Ahlf eld,  '  Die  Missbildungen  des  Menschen,'  t.  ii,  p.  205. 
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streak.  Arrested  development  of  this  anal  membrane 
occurring"  at  an  early  period  would  thus  lead  to  deficiency 
in  both  bladder  and  abdominal  wall,  such  as  exists  in  com- 
plete extroversion. 

But,  just  as  we  meet  with  various  degrees  of  imperfect 
closure  of  the  branchial  clefts,  I  see  no  reason  why  we 
should  not  have  intermediate  stages  between  complete 
extroversion  of  the  bladder  and  the  normal. 

In  the  case  in  question,  the  mesoblastic  elements  com- 
prising the  anal  membrane,  although  stunted  in  develop- 
ment as  evidenced  by  the  separation  of  the  recti  and 
non-union  of  the  pubic  bones,  have  still  united  in  the 
middle  line  below  the  abdominal  protrusion  in  the  form  of 
a  thin  fibrous  membrane.  Development  of  the  epiblastic 
structures  has  not  advanced  to  the  same  degree,  with  the 
resulting  formation  of  the  ununited  cutaneous  folds  which 
are  present  at  the  lower  part  of  the  abdominal  wall. 

Should  the  urachus  have  been  opened  in  the  separation 
of  the  cord,  and  had  the  mesoblast  only  developed  to  the 
extent  of  the  epiblast  there  would,  I  think,  have  resulted 
a  deficiency  of  both  bladder  and  abdominal  wall,  forming 
a  complete  vesical  extrophy. 

In  regard  to  the  grooving  on  the  dorsum  of  the  penis, 
and  the  imperfect  development  of  the  upper  ])art  of  the. 
prepuce,  I  believe  that  we  can  most  reasonably  account 
for  it  as  being  a  continuation  downwards  of  the  imperfect 
development  of  epiblastic  elements.  In  other  words,  a 
failure  in  complete  union  of  the  most  superior  portion  of 
the  folds  of  Rathke.  Here  again,  had  the  mesoblast  also 
remained  undeveloped  complete  epispadias  would  have 
resulted.  Such  a  view  is,  I  consider,  more  tenable  than 
that  complete  torsion  of  the  penis  has  occurred,  as  there 
is  no  evidence  of  such  twisting,  and  the  meatus  externus 
and  urethra  are  normally  ]daced  tcnvards  the  lower  part  of 
the  penis. 

The  lateral  grooves  at  the  root  of  the  penis  may,  I 
think,  be  regarded  as  resulting  from  the  upturned  position 
of  the  organ.  {L'ead  November  the  2lst,  1902.) 
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12.  A  CASE  OF  LEUKAEMIA  IN  A  BOY  AGED  3i 
YEARS,  ASSOCIATED  WITH  TUBERCULOUS 
MESENTERIC   GLANDS. 

By  GEORGE  CARPENTER,  M.D. 

Leonard  P — ,  aged  3|  years^  was  admitted  into  the 
Evelina  Hospital  on  July  the  7th;  1901.  He  had  been  ill 
for  live  weeks^  and  his  pallor  on  admission  was  extreme. 
Tuberculosis  was  stated  to  be  present  on  the  maternal  side 
of  the  family,  and  there  had  been  instances  of  it  on  the 
paternal.  His  father,  so  it  was  stated,  had  always  been 
pale,  and  his  two  paternal  aunts  suffered  from  antemia 
badly.  There  was  no  history  of  malaria  or  syphilis.  The 
child  was  healthy  at  its  birth,  it  was  fed  on  the  breast 
for  nine  or  ten  months,  and  passed  through  an  uneventful 
infancy.  There  was  nothing  worthy  of  note  in  its  dietetic 
history,  and  its  hygienic  environment  was  always  quite 
satisfactory.  Five  weeks  before  being  brought  to  the 
Evelina  Hospital  his  mother  noticed  that  he  suddenly,  as 
she  states,  became  quite  pallid ;  but  his  appetite  at  this 
time  was  fairly  good.  A  fortnight  later  he  developed  a 
croupy  cough;  then  he  became  languid  and  would  not  take 
his  food.  A  doctor  now  saw  him  and  pronounced  him  to 
be  anaemic  ;  he  was  treated  for  this  for  a  short  time,  and 
was  then  brought  to  the  Evelina  Hospital.  During  this 
latter  period  of  his  illness  he  lost  flesh  and  was  thirsty, 
and  for  three  days  prior  to  his  admission  into  the  hospital 
he  passed  through  an  attack  of  sickness.  His  abdomen 
also  became  painful,  but  only  sufficiently  so  to  make  him 
cry  on  one  occasion.  He  was  also  at  this  tiiue  so  short  of 
breath  that  he  could  not  walk. 

On  examination  he  Avas  found  to  be  a  very  pallid  child 
with  white  lips,  pale  gums,  and  a  complexion  of  a  lemon- 
yellow  colour.  He  was  dark  and  puffy-looking  under  the 
eyes,  the  sclerotics  of  which  were  bright  and    glistening. 
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There  were  some  bruises  on  his  trunk  and  limbs.  He  was 
very  restless,  constantly  shifted  his  position  in  his  cot,  and 
flung  his  arms  and  legs  about.  His  abdomen  was  dis- 
tended. The  free  edge"  of  the  spleen  could  be  felt  from 
two  to  three  fingers'  breadths  below  the  costal  margin,  and 
the  liver  free  edge  was  felt  to  a  similar  extent,  below  the 
costal  margin  in  the  nipple  line.  The  accessible  lymphatic 
glands  were  not  enlarged.  The  heart  showed  some  epigas- 
tinc  pulsation,  and  there  was  a  systolic  h^mic  bruit,  which 
was  best  heard  over  the  left  fourth  and  fifth  intercostal 
spaces.  The  second  pulmonary  sound  was  loud.  There 
was  a  trace  of  albumen  in  the  urine  on  his  admission,  but 
this  was  only  observed  on  that  solitary  occasion.  His 
temperature  was  99'4°  F.,  the  pulse-rate  was  128  to  the 
minute,  and  the  respiration-rate  28  to  the  minute. 

The  hlood  examination  was  as  follows.  Ked  corpuscles, 
1,568,111  per  c.mm. ;  hfemoglobin,  15  per  cent. ;  colour  index, 
U'5  ;  white  corpuscles,  130,111  per  c.mm.,  the  ratio  being 
1  to  12.  Fresh  films  showed  an  increase  of  the  Avhite 
corpuscles,  and  the  red  were  in  rouleaux.  There  were  no 
microcytes  or  poikilocytes.  Stained  films  showed  an 
increase  of  levicocytes,  mainly  small  lymphocytes.  There 
were  a  few  polymorphonuclear  leucocytes  and  myelocytes, 
and  some  doubtful  nucleated  red  corpuscles  (megaloblasts) . 
During  his  short  stay  in  the  hospital  his  temperature  was 
somewhat  above  normal,  the  highest  point  registered  Ijeing 
100'2°  F.  His  respiration-rate  varied  lietween  28  and  44 
to  the  minute,  and  his  pulse-rate  between  126  and  152  to 
the  minute.  He  was  sick  on  one  occasion,  and  once  he 
complained  of  pain  in  the  left  side.  On  the  evening  of 
the  14th  he  became  collapsed,  and  made  frequent  com- 
plaints of  pain  in  his  abdomen.  At  9.30  p.m.  he  com- 
menced to  scream  and  throw  his  arms  about,  and  was 
noticed  to  be  squinting.  After  a  dose  of  morphia  he 
became  quieter  and  slept  uutil  2  a.m.,  at  which  time  he 
was  vei'V  thirsty  and  constantly  craved  for  drink  ;  sub- 
sequently his  head  was  bathed  with  profuse  perspirations, 
and  he  started  screaming  again   at  3.30  a.m.,  and  then  his 
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pulse  was  barely  perceptible  at  the  Avrist,  and  liis  respira- 
tions were  gasping.      He  died  somewhat  later. 

The  post-mortem  examination  was  made  by  Dr.  Na- 
barro  eleven  hours  after  death.  The  body  nourishment 
was  good,  and  there  were  no  signs  of  decomposition. 
The  body  was  extremely  \)?i\e,  and  there  were  several 
purple-coloured  bruises  on  the  leg  and  one  over  each 
frontal  eminence.  The  nervous  system  was  not  examined 
by  request.  There  were  petechial  haemorrhages  all  over 
the  surface  of  the  heart ;  it  contained  pale  clots  and  clear 
serum.  The  valves  were  healthy.  The  cavity  of  the  left 
ventricle  was  dilated.  The  heart  muscle  was  very  soft 
and  pale,  and  "  tabby-cat ''  striation  was  slightly  marked 
in  the  papillary  muscles.  The  blortd  throughout  the  body 
was  pale.  The  bronchial  glands  were  enlarged  and  very 
dark,  as  though  some  hajmorrhage  had  occurred  into  their 
substance.  There  were  several  ounces  of  clear  fluid  in 
each  pleural  cavity,  and  subpleural  ecchymoses  were 
present  on  the  surface  of  both  lungs.  On  section  the 
lungs  were  somewhat  oedematous.  There  were  no  clots  in 
the  pulmonary  artery  or  its  l)ranches.  The  stomach 
showed  some  submucous  haemorrhages.  The  intestines 
displayed  vmduly  prominent  Peyer's  patches  and  lymph- 
follicles.  The  jejunum  appeared  to  be  thinner  than 
normal.  The  lymphatic  tissue  in  the  large  intestine,  as 
in  the  small,  was  in  excess,  and  a  few  small  ulcers  were 
present  in  the  large  and  small  intestines.  The  mesenteric 
glands  were  very  considerably  enlarged ;  they  were  pale  in 
colour  and  the  largest  of  them  were  caseating  in  the  centre. 
The  liver  was  large  and  very  pale.  The  spleen  was  large, 
it  weighed  4  ounces  and  was  normal  in  appearance.  The 
supra-renal  bodies  were  normal.  Kidneys. — The  right 
kidney  was  very  large  and  Aveighed  5:^th  ounces  ;  its 
surface  was  covered  with  ecchymoses,  and  its  capsule 
was  not  adherent.  On  section  the  cortex  was  greatly 
thickened.  The  left  kidney  was  similar,  but  larger;  it 
weighed  6^th  ounces,  and  at  its  upper  part  was  flattened 
by  pressure  from  the  spleen.      The  pancreas  was    normal. 
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Lymphatic  glands. — Many  small  glands  were  present  along 
the  course  of  the  abdominal  aorta  and  iliac  vessels,  and 
also  in  the  groins  and  the  axillae.  They  were  caseating. 
The  thymus  was  apparently  normal. 

A  piece  of  rib  was  removed  ;  on  section  the  marrow  was 
pale,  but  apparently  normal.  Cultivations  were  taken  from 
the  right  ventricles,  but  yielded  negative  results.  Micro- 
scopical examination  of  the  thickened  renal  cortices  showed 
extensive  leucocytal  infiltration. 

{E.vMUted  Novemher  the  2\st,   1902.) 


13.  TUBERCULOSIS   OF   THE   CONJUNCTIV^A. 
By   SYDNEY   STEPHENSON,  CM. 

Mabel  H — ,  aged  4  years,  was  brought  to  the  eye 
department  of  the  North-Eastern  Hospital  for  Children  on 
November  the  12th,  1902,  on  account  of  a  drooping  of  the 
upper  lid  of  the  left  eye  and  a  swelling  of  the  correspond- 
ing side  of  the  face. 

Family  history. — There  is  said  to  be  no  "consumption" 
on  either  side  of  the  family.  The  patient  is  one  of  seven 
children  of  whom  five  are  living.  One  child  died,  aged 
6^  years,  from  "inflammation  of  the  kidneys;"  and  the 
other,  aged  13  months,  from  "  measles  and  cold,  and 
inflammation  of  the  lungs." 

Personal  history. — She  had  measles  eighteen  months 
ago,  immediately  followed  by  whooping-cough.  Two 
months  ago  (September,  1902)  it  was  noticed  that  the 
glands  below  the  left  lower  jaw  were  enlarged,  and  that 
the  left  eye  looked  heavy,  was  red,  and  discharged 
"  matter."  Since  these  symptoms  were  oljsei'ved,  the 
child  has  lost  flesh. 

Present  condition. — She  is  a  very  pallid-looking   child, 
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weighing  (with  clothes)  38  Ihs.  There  is  a  mai-ked 
swelling  of  the  left  side  of  the  face  and  neck,  dne  partly 
to  induration  and  swelling  of  the  preauricular  and  sub- 
mental glands,  and  partly  to  a  diffuse  lymphangitis  of 
that  side  of  the  face.  To  he  more  precise  :  below  the 
centre  of  the  left  half  of  the  inferior  maxillary  bone  is  an 
enlarged  gland  measuring  about  one  inch  by  half  an  inch. 
It  is  free  from  tenderness,  and  does  not  appear  to  be 
undergoing  any  degenerative  changes.  There  is  another 
gland   about    half  an  inch   in    diameter,  circular  in  shape 

Fig.  9. 
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and  freely  movable,  situated  in  front  of  the  left  sterno- 
mastoid  muscle,  about  one  inch  below  the  gland  mentioned 
above.  The  left  preauricular  gland  is  enlarged.  The 
posterior  cervical  and  the  inguinal  glands  upon  both  sides 
are  slightly  enlarged.  There  is  commencing  caries  of  the 
first  molar  tooth  on  the  left  side  of  the  lower  jaw.  No 
p-landular  enlarg^ements  can  l)e  felt  in  the  axilla?.  The 
tonsils  are  swollen  but  not  inflamed.  No  abnormal  physical 
sig-ns  can  be  detected  in  the  lung-s.  Neither  the  liver  nor 
the    spleen   appears  to   be    enlarged.      There  is  no  lupus, 
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either  of  the  skhi  or  mucous  membrane.  There  are  no 
tubercles  in  the  choroid.  The  tong'ue  is  slightly  furred. 
The  urine  is  acid^  and  contains  urates^  but  neither  albumen 
nor  sugar.  Left  eye  :  the  lids  are  semi-closed  and  obviously 
thickened,  probably,  like  the  side  of  the  face,  from  lym- 
phangitis. There  is  a  considerable  amount  of  trachoma- 
like material  in  connection  with  the  semi-lunar  fold.  On 
everting  the  eyelids,  the  lower  palpebral  conjunctiva  is 
found  to  be  bestrewn  with  miliary  granulations  and  folds 
of  cockscomb-like  tissue  (see  Fig.  9),  but  no  ulcerations 
can  be  found.  Similar  changes  affect  the  superior  retro- 
tarsal  folds.  The  tarsal  conjunctiva  of  the  upper  lid,  on 
the  other  hand,  can  scarcely  be  said  to  be  involved  by  the 
morbid  process.  The  cornea  is  clear.  Right  eye  :  this  is 
unaffected. 

Diagnosis. — Some  of  the  more  prominent  granulations 
were  excised  from  the  left  lower  eyelid,  hardened  in 
rectified  spirit,  embedded  in  celloidin,  and  cut  upon  a 
Leitz's  microtome.  The  sections  when  examined  micro- 
scopically showed  a  typical  picture  of  tuberculosis,  the 
giant-cell  systems  being  especially  well  marked.  A  re- 
stricted number  of  tubercle  bacilli  were  found,  l)ut  only 
after  many  specimens  had  been  examined. 

{Exhibited  November  the  21st,   1902.) 


Discussion. 

Mr.  A.  H.  Tubby  said  he  had,  at  the  present  time,  a  j)articu- 
lar  interest  in  a  case  sliowiug  a  tuberculous  patch  in  the  choroid. 
Three  years  ago  he  was  asked  to  see  a  child  with  some  doulitful 
hip- joint  trouble,  and  he  took  a  rather  serious  view  of  the  case. 
Another  surgeon  was  called  in,  who  seemed  inclined  to  take 
rather  an  optimistic  view,  thinking  the  condition  would  settle 
down  quietly.  He  (Mr.  Tubby)  persevered  in  his  opinion, 
however,  and  in  a  very  curious  manner  the  diagnosis  had  been 
confirmed.  After  he  had  allowed  the  patient  to  walk  abovit  he 
received  a  letter  saying  he  had  l)een  taken  to  an  ophthalmic 
surgeon,  who  said  there  was  a  curious  patch  occupying  the 
yellow  spot  and  the  area  around  it,  and  he  wanted  to  know 
whether  he   (Mr.  Tubby)   had  considered  the  hip  tuberculous. 
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He  had  entertained  no  doubt  about  the  matter,  and  the  choroid- 
itis made  clear  the  nature  of  the  case.* 

Postscript, 

The  anterior  chamber  of  a  rabbit's  eye  was  inoculated 
with  a  morsel  of  diseased  tissue  taken  from  the  patient's 
lower  lid.  In  five  weeks'  time  there  was  tuberculosis  of 
the  iris^  ciliary  body,  and  cornea,  with  a  tendency  to 
prolapsus  iridis.  The  animal  Avas  killed  (jn  January  the 
7th,  1903.  Tubercle  bacilli  were  found  in  abundance  in 
exudation  taken  from  the  anterior  chamber,  smeared  upon 
cover  glasses,  and  stained  by  the  Ziehl-Neelsen  method. 
The  changes  characteristic  of  tuberculosis  were  found  with 
the  microscope  in  sections  of  the  iris  and  neighbouring 
parts.  Tubercle  bacilH  Avere  further  demonstrated  in  those 
structures. 

Progress  and  treatment. — ^-Meanwhile  the  affected  con- 
junctiva was  treated  by  exposure  to  the  X-rays  at  a  dis- 
tance of  six  to  ten  inches  from  •  the  focus-tube,  for  an 
average  period  of  ten  minutes  at  each  sitting.  Between 
December  the  2nd,  1902,  and  January  the  1st,  1903, 
nine  such  exposures  were  made,  and  the  local  condition 
underwent  a  great  improvement.  Beyond  bathing  the  eye 
three  times  a  day  with  1  in  5000  sublimate  lotion,  and 
giving  cod-liver  oil  and  steel  wine  internally,  no  other  treat- 
ment except  the  X-rays  was  adopted. 

Owing  to  an  attack  of  varicella,  the  child  was  dis- 
charged from  the  hospital  on  January  the  7th,  1903.  It 
may  be  noted,  in  passing,  that  the  temperature  during  her 
detention  had  risen  once  only  to  99    F. 

The  patient  was  readmitted  on  January  the  20th,  1903. 
The  conjunctival  condition  was  practically  cured.  The 
enlarged  glands  below  the  jaw  and  in  the  neck,  however, 
had  become  larger  and  adherent  to  one  another,  and 
so    an  operation    for    their    removal    was    undertaken    on 

*  "  Tuberciilosis  of  the  Choroid,"  by  George  Carpenter,  M.D.,  and 
Sydney  Stephenson,  CM.,  'Eeports  of  The  Society  for  the  Study  of 
Disease  in  Children/  vol.  i,  pp.  169 — 181. 
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February  the  6th,  1903,  by  a  surgical  colleague,  Mr. 
Henry  J.  Curtis.  Two  separate  incisions  were  made — 
one  below  the  jaw,  and  the  other  in  the  neck.  One  of  the 
cervical  glands  was  adherent  to  the  internal  jugular  vein, 
and  had  to  be  carefully  separated  from  the  latter  vessel. 
One  of  the  glands  removed  by  Mr.  Curtis  was  cut  open, 
and  several  covei'-slips  lightly  smeared  with  the  cut  surface. 
These,  when  stained  by  the  Ziehl-Neelsen  method,  showed 
scattered  tubercle  bacilli.  Another  gland,  examined  with 
the  microscope,  was  found  to  be  caseating,  and  sections 
stained  with  carbol  gentian  violet  and  counterstained  with 
vesuvine  showed  tubercle  bacilli. 

The  left  eye  was  expensed  on  four  more  occasions 
(February  the  21st  and  28th,  March  the  5th  and  10th) 
to  the  X-rays,  the  eye  being  distant  six  inches  from  the 
focus-tube,  and  each  exposure  lasting  ten  minutes.^ 

On  April  the  3rd,  1903,  the  general  condition  of  the 
child  was  excellent.  The  left  eye  appeared  to  be  Avholly 
free  from  disease,  and  the  only  cicatrices  present  in  the 
conjunctiva  were  those  produced  by  the  removal  for 
diagnostic  purposes  of  diseased  material. 

In  conclusion,  I  may  add  that,  so  far  as  I  know,  this  is 
the  first  instance  upon  record  where  tuberculosis  of  the 
conjunctiva  has  been  cured  by  the  X-rays. 


14.  TUBERCULOUS  PERITONITIS:  ETIOLOGY. 

By  EDMUND   CAUTLEY,  M.D. 

On  the  grounds  of  scieutihc  ]n'('eisioii  all  forms  of 
inflammation  of  the  ])('ritoiieuiii  due  to  the  tuljercle 
Ijacillus  should  be  included  under  the  luime  of  "  '^Puber- 
culous  Peritonitis." 

*  I  hiivc  to  thiink  Mr.  A.  K.  I'iniii^-cr,  of  the  North-Eastern  Hospital 
for  Chililwn,  for  havintr  carried  out  the  treatment. 
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Preference  is  sometimes  given  to  the  name  '^Tuberculosis 
of  the  Peritoneum,"  for  peritonitis  suggests  that  the 
essential  feature  is  an  inflammation,  whereas  the  tuberculous 
infection  is  the  great  characteristic.  Both  the  clinical 
signs  and  symptoms  are  rarely  those  which  we  are  accus- 
tomed to  associate  with  a  diagnosis  of  peritonitis. 

,  In  one  variety,  the  most  common  one  in  children,  the 
peritoneum  may  be  studded  with  grey  tubercles  without 
the  spread  of  inflammatory  changes  from  the  tubercles  to 
the  peritoneum.  This  we  may  omit  from  the  discussion 
as  being  part  of  a  general  blood  infection,  an  acute 
miliary  tuberculosis.  Death  usually  takes  place  before  the 
onset  of  any  deflnite  abdominal  symptoms.  Should  the 
illness  be  more  prolonged  the  grey  tubercles  may  undergo 
caseous  degeneration,  and  there  may  result  a  certain 
amount  of  peritonitis  and  exudation.  Strictly  speaking, 
the  process,  even  in  the  earliest  stages,  is  an  inflammatory 
one,  for  a  tubercle  results  from  inflammatory  changes 
initiated  by  the  irritation  of  the  tubercle  bacillus.  Omit- 
ting this  variety  we  have  three  more  or  less  distinctive  types 
of  the  disease,  any  one  of  which  may  be  either  localised  or 
generalised.  This  classification  I  suggest  as  the  most 
simple  one  for  the  purposes  of  a  discussion  : 

1.  Adhesive  peritonitis. 

2.  Peritonitis  with  effusion  of  (a)  serum,  (/>)  pus. 

3.  Caseous  or  ulcerative  peritonitis. 

From  the  etiological  point  of  view  no  such  distinction 
is  necessary,  and  my  remarks  will  apply  to  every  form  of 
tuberculous  infection  of  the  peritoneum.  The  etiology  of 
the  disease  is  that  of  tviberculosis  generally,  with  the 
addition  of  a  few  special  points  indicating  why  the  peri- 
toneum is  attacked. 

Gentlemen,  the  offspring  is  the  product  of  inheritance 
modified  by  environment.  Iii  the  case  of  disease  due  to  micro- 
bial infection  we  have  the  same  idea  expressed  in  another 
form,  when  we  speak  of  "the  seed  and  the  soil."  The  latter 
phrase  does  not  quite  cover  the  ground,  for  it  omits  special 
reference  to  the  manures  modifying  the  nature  of  the  soil. 
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By  the  ^-oil  I  mean  the  primavy  physical  constitutional 
state  of  the  subject  dependent  on   inheritance. 

Bv  the  m art u res  I  mean  all  those  influences  or  modifi- 
cations which  affect  the  nature  of  the  soil,  the  constitutional 
state,  as  a  result  of  environment. 

The  seed  is  the  tubercle  Ijacillus,  for  that,  and  that  only, 
can  give  rise  to  tuberculous  disease. 

Inheritance. — Like  many  of  the  beliefs  of  our  ancestors, 
the  belief  in  the  inheritance  of  tuberculosis  has  been 
scoffed  at  and  deemed  of  no  account.  On  the  other  hand, 
it  has  undoubtedly  received  undue  prominence  as  an 
etiolos'ical  factor,  and  has  caused  much  too  a'loomv  a 
prognosis  to  be  given  in  the  case  of  children  of  tuber- 
culous parentage.  The  term  inheritance  in  this  connec- 
tion means  one  of  two  things. 

1.  Either  the  disease  is  directly  transmitted  from 
parent  to  child  through  the  medium  of  an  infected  germ 
cell,  or  maternal  blood  supply. 

2.  Or  the  child  inherits  a  certain  peculiarity  or 
delicacy  of  structure,  which  renders  it  more  susceptil)le  to 
the  ])articular  disease. 

Vague  and  indeterminate  as  the  latter  explanation 
sounds,  it  is  probably  true  of  the  inheritance  of  disease. 
The  physical  strength  and  health  of  the  child,  and  its 
power  to  resist  disease,  de])end  ]U'imarily  on  those  of  its 
ancestors.  AVhether  the  child  of  tuljerculous  ancestry  is 
or  is  not  more  })rone  to  develop  tulierculosis  is  a  moot 
]:)oint,  which  will  be  referred  to  sul)sequently. 

Taking  the  case  of  the  father  first,  it  has  been  shown 
that  the  tubercle  bacillus  may  exist  in  the  semen,  e.  g. 
in  tuberculous  disease  of  the  vesicuhe  seminales.  It  is 
almost  inconceivable  that  the  microscopic  spei'matozoon 
can  actually  contain  tlie  bacillus,  even  in  spore  form,  and 
convey  it  to  the  oviim.  Much  more  probably  the  infection 
of  a  sperm  cell  would  im];air  its  nutrition  and  render 
it  useless  for  the  ]iurpos('  of  nnprcgnatioii. 

Similarly,  it  is  c(puilly  iuii)robable  that  an  infected 
ovum  could  be   satisfactorily   imj)regnated    and    carry    out 
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developmental  processes.  The  bacillus  has  been  actually 
found  in  the  ovum  in  one  instance  by  Baumgarten,  who 
artificially  fecundated  a  rabl)it  with  tuberculous  semen. 
But  maternal  inheintance  stands  u])()n  a  very  different 
footing.  For  nine  months  or  so  of  ])re-natal  existence  the 
future  child  is  in  the  closest  of  all  possible  contact  with 
the  mother.  During  the  whole  of  this  period  it  receives 
its  blood  supply  from  the  mother,  filtered,  it  is  true,  for 
the  greater  part  of  the  time  through  the  placenta.  Yet 
even  human  filters  are  sometimes,  imperfect.  Supposing 
the  mother  to  be  tuberculous,  it  is  by  no  means  improbable 
that  the  placenta  may  become  affected.  Its  nutrition  may 
be  sufficiently  impaired  to  permit  the  passage  of  the 
bacillus  from  the  maternal  blood  to  that  of  the  foetus.  Or 
the  placenta  may  be  actually  tuberculous.  Gartner,  as 
the  result  of  inoculating  the  mother,  intra-peritoneally  or 
intra-venously,  produced  tub'erculosis  in  young  mice.  A 
calf  has  been  found  tuberculous  at  birth.  Bacilli  have 
even  been  found  in  the  human  foL'tus  removed  by  Cesarean 
section  from  a  tuberculous  mother.  Many  infants  show 
such  advanced  tuberculosis  of  the  lungs  (and  note  that  it 
is  usually  of  the  lungs)  a  few  months  after  birth  as  to 
render  foetal  infection  a  suggestive  explanation.  On  the 
other  hand,  in  most  of  these  instances  the  mother  has 
shown  no  evidence  of  tuberculosis,  and  there  has  often 
been  a  history  of  exposure  to  infection.  Even  if  there  be 
no  tuberculosis  in  the  mother,  as  in  the  case  of  a  child  of 
six  months  under  ni}'  care,  in  whom  extensive  tuberculosis 
of  the  lungs  was  found,  the  probability  of  direct  infection 
is  enormous.  In  a  case  of  Stiegenberger's,  a  babe  died 
at  five  months  from  extensive  tviberculosis.  The  parents 
were  healthy,  but  the  babe  had  been  nursed  by  a  tuber- 
culous nurse. 

In  the  bulk  of  supposed  inherited  cases  of  tuberculosis 
we  shall  find  on  careful  investigation  evidence  of  direct 
infection,  rather  than  of  infection  through  the  medium  of 
a  germ  cell  or  maternal  blood  supply.  Inheritance  of  the 
disease  is  so  rare  as  to  be  a  negligible  quantity,  and  the 
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spread  from  parent  to  child  is  in  very  truth  by  direct 
infection. 

The  soil. — On  the  primary  constitutional  state  depends 
to  a  certain  extent  the  susceptibility  to  tuberculosis.  On 
certain  unknown  bio-chemical  characteinstics  of  the  tissues 
depends  the  growth  of  the  Ijacillus,  Avhen  once  it  has 
obtained  an  entrance.  Of  the  latter  conditions  little  is 
known  beyond  the  fact  that  the  bacillus  does  not  grow  in 
an  acid  medium.  Consequently  it  is  I'are  to  find  tuber- 
culous disease  of  the  stomach. 

It  is  a  moot  question  whether  the  children  of  a  tuber- 
culous parent  are  more  liable  than  others  to  contract  tuber- 
culosis, apart  from  the  risk  of  direct  infection.  Evidence 
has  been  brought  forward  by  Squire  and  Maxon  King  in 
favour  of  the  view  that  there  is  no  such  predisposition. 
It  is  sometimes  even  supposed  that  there  is  an  acquired 
natural  immunity,  and  in  favour  of  this  it  must  be  borne 
in  mind  that  such  children  are  nuicli  more  exjiosed  to 
infection  than  others.  The  case  incidence  should  be, 
therefore,  much  higher.  According  to  Maxon  King  it  is 
actually  lower. 

The  resistance  to  infection  is  only  a  question  of  degree, 
and  is  largely  influenced,  increased  or  decreased,  by 
surrounding  conditions.  Probably  all  animals  can  be 
infected  under  suitable  conditions  as  to  dosage  and  sur- 
roundings. What  is  true  of  animals  in  this  connection 
almost  certainly  applies  equally  to  children. 

Tlie  seed. — According  to  Moller  there  are  as  many  as 
m'ne  acid-resisting  bacilli  Avhich  stain  like  the  tubercle 
bacillus.  Notable  among  these  are  the  Imtter  bacillus  and 
the  smegma  bacillus.  Care  must  be  taken  iu)t  to  rely 
upon  staining  pro])erties  as  ])roof  that  a  suspicious  bacillus 
is  the  tul)ercle  bacillus.  The  most  certain  ])roof  is  that 
obtained  by  the  intra-])eritoneal  inoculation  of  guinea-pigs. 

From  the  moment  of  bii'th  the  child  is  liable  to  infection 
from  many  soiii-ces.  Now,  1  do  not  suffer  from  bacillo- 
phobia,  but  if  there  were  n(j  tubercle  bacillus  there  would 
be    no   tuberculosis.      Yet   the   bacillus    need    not   be    the 
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terrible  enemy  some  of  us  consider  it.  Granted  that  its 
ravages  are  great^  it  does  not  follow  that  we  are  going  the 
best  way  to  eradicate  the  disease  by  building  sanatoria  to 
keep  alive  those  already  infected,  enabling  them  to  pro- 
pagate their  species,  even  in  sanatoria ;  or  by  passing 
bye-laws  to  prevent  the  homely  habit  of  spitting,  or  the 
custom  of  kissing  those  who  are  not  clean-shaven.  Surely 
this  is  not  the  ideal  way  of  attacking  a  widely  prevalent 
disease.  The  farmer  who  wishes  to  keep  thistles  out  of 
his  land  does  not  set  up  wind-screens  to  keep  out  the 
thistle  down.  Such  an  attempt  would  be  as  foolish  as  it 
would  be  unavailing.  We  can,  perhaps,  diminish  to  a 
slight  extent  the  distribution  of  the  tubercle  bacillus,  but, 
like  the  farmer,  we  must  devote  our  energies  mainly  to 
tilling  the  soil  effectually,  to  increasing  the  resisting  powers 
of  the  individual  until  he  can  scoff,  as  many  a  healthy  man 
now  scoffs,  at  that  arch-fiend  the  tubercle  bacillus.  If 
preventable,  why  not  prevented  ?  The  man  in  the  street 
is  governed  by  phrases,  and  this  has  caught  his  ear.  How 
are  we  to  answer  him  ?  Gentlemen,  the  futiire  of  the 
nation  is  in  the  hands  of  little  children.  The  future  of 
the  nation  is  in  the  hands  of  our  profession,  for  on  us 
depends  the  health  of  the  children.  Let  us  increase  their 
powers  of  resistance  to  infection  and  diminish  the  liability 
to  exposure.  If  the  constitution  is  sound  and  the  environ- 
ment as  perfect  as  can  be  obtained  in  this  imperfect 
world,  then  the  bacillus  becomes  a  comparatively  harmless 
foe. 

The  environment,  or  manures. — On  the  other  hand,  the 
strength  of  the  foe  is  increased  by  every  factor  which 
lowers  the  health  of  the  child.  If  in  addition  there  be 
inherited  delicacy  or  weakness  of  constitution  due  to 
parental  tuberculosis,  syphilis,  alcoholism,  or  mere  delicacy, 
the  danger  of  bad  environment  is  exaggerated.  Everythitig 
which  lowers  the  health  of  the  child,  such  as  impure  air, 
lack  of  sunlight,  close  rooms,  unsuitable  or  insufficient 
food,  imperfect  or  badly  applied  clothing,  aiid  bad  hygienic 
conditions  generally,  acts  as  a  predisposing  cause  of  tuber- 
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culous  disease.  So,  too,  local  or  general  debility  of  the 
tissues  may  be  due  to  local  or  general  disease  or  injury  and, 
by  loAvering  the  vital  resistance,  predispose  to  infection. 

Under  all  these  conditions,  the  ubiquitous  bacillus  may 
find  on  entrance  a  suitable  soil  for  its  growth  and  develop- 
ment in  the  damaged  area  of  impaired  vitality. 

But  though  the  seed  may  enter,  and  does  enter,  it  does 
not  always  acquire  a  holding  and  flourish.  Sometimes  it 
falls  on  stony  ground.  The  soil  is  not  always  suitable. 
Thus,  clniical  evidence  favours  the  view  that  the  uric  acid 
diathesis  is  resistent  to  tuberculous  infectitm. 

Mode  of  infection. — The  bacillus  enters  by  the  respiratory 
tract,  the  alimentary  tract,  or  the  cutaneous  system.  In- 
fection through  the  skin  is  rare  in  adults  and  still  more 
rare  in  children.  We  need  not  consider  it.  The  aerial 
convection  of  tuberculosis  has  been  proved  by  direct 
experiment  in  animals,  by  diffusing  dry  powdered  sputum 
in  the  hutches  of  ral)l)its.  Probably  this  is  the  great 
source  of  infection  in  man.  The  possibility  of  such  infection 
is  great.  It  has  l)een  estimated  by  Bollinger  that  one 
cubic  centimetre  of  sputum  may  contain  a  million  bacilli. 
According  to  Xuttall,  as  many  as  4,000,000,000  may  be 
ex]3ectorated  in  the  space  of  twenty-four  hours.  Fortu- 
nately most  of  them  are  dead  bacilli.  Still,  it  is  clear  that 
the  neighbourhood  of  a  consumptive,  Avho  promiscuously 
spits  about  the  floor,  may  be  highly  infectious.  In 
coughing  or  speaking  loudly  bacilli  may  be  mingled  with 
the  spray.  If  the  patient  uses  handkerchiefs  these,  too, 
may  convey  the  bacillus,  and  it  may  be  spread  by  direct 
contact  with  the  lips,  etc.  After  pubertv,  the  lungs  are 
almost  invariably  found  affected  in  cases  of  tuberculosis. 
In  childhood  we  also  find  that  either  the  lungs  or  some  of 
the  thoracic  glands  are  almost  always  affected.  In  a  paper 
read  before  this  Society  in  November  of  last  year,  on  "The 
Etiology  and  Morbid  Anatomy  of  Tuberculous  Meningitis,"* 

*  '  Reports  of  Tlie  Society  for  the  Study  of  Disease  in  Children,'  vol.  ii, 
P15.  rtS — (i<5,  "  Obsei-vations  on  the  Etioloo^y  and  Morbid  Anatomy  of 
Tiiberculoxis  Meningitis,"  by  Edmund  Cautley,  M.D. 
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I  brought  forward  evidence  to  show  tliat  the  lung-s  or 
bronchial  glands,  or  both,  were  almost  invariably  infected. 
In  no  less  than  twenty-three  out  of  twenty -live  cases,  fully 
examined  post  mortem,  some  one  or  more  of  the  mediastinal 
glands  were  caseous.  In  the  other  two  none  of  the  o-lands 
apjDcared  affected.  In  four  the  mesenteric  glands  were 
also  involved.  This  evidence  I  took  to  be  opposed  to  the 
view  that  infection  takes  place  through  the  alimenta.  I 
expect  that  pathological  evidence  will  be  in  favour  of  a 
similar  proposition  in  the  cases  of  tuberculous  peritonitis. 
It  is  rare  for  the  disease  to  be  limited  to  the  abdominal 
cavity.  On  the  other  hand,  infection  through  the  lungs  is 
not  the  simple  matter  we  might  regard  it.  Considering 
the  laws  of  diffusion  of  gases,  the  filtering  of  air  through 
the  nose,  the  ciliary  action  of  the  cells  lining  the  trachea, 
the  results  of  experiments  with  the  inhalation  of  heavy 
dust,  and  the  differences  in  the  localisation  of  the  disease 
in  the  lungs  of  adults  and  children,  it  might  be  fairly 
urged  that  the  bacilli  do  not  reach  the  lungs  through  the 
inspired  air,  but  through  some  other  channel,  such  as  the 
mucous  membrane  of  the  mouth,  tonsils,  pharynx,  etc.,  via 
the  lymphatics  and  glands  of  the  neck. 

Many  regard  the  alimentary  tract  as  the  chief  channel 
of  entrance  of  the  bacillus.  This  brings  us  to  the  question 
of  tuberculous  milk.  That  there  is  a  good  deal  in  the 
market  is  undoubted,  though  I  think  the  prevalence  of 
tuberculosis  in  cattle  and  of  tuberculous  disease  of  the 
udder  is  exaggerated.  It  is  stated  that  no  less  than 
30  per  cent,  of  all  cows  are  tuberculous,  and  that  3  per 
cent,  have  tuberculous  disease  of  the  udder.  I  do  not 
believe  it,  and  it  is  opposed  to  my  experience.  Opposed 
also  to  the  view  that  tul)erculous  milk  is  the  great  source 
of  infection,  I  should  like  to  quote  Professor  Carlo  Ruata, 
of  Perugia,  who  maintains  that  the  milk  of  tuberculous 
co^vs  never  produces  tuberculosis  in  man ;  that  in  adult 
life  primary  intestinal  tuberculosis  does  not  occur  ;  and 
that  in  the  first  years  of  life  tabes  mesenterica,  as  well 
as     other    forms     of     tuberculosis,     is     alwavs     inherited. 
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Not  many  -will,  I  think,  support  tliis  statement  in  its 
entirety. 

The  question  of  the  identity  of  the  human  with  the 
bovine  bacillus  is  still  a  matter  of  uncertainty,  though  on 
the  whole  the  probabilities  are  strongly  in  favour  of  identity, 
modified  by  environment. 

To  the  professorial  mind  of  Koch  a  few  experiments 
with  negative  results  were  sufficient  justification  for  stating 
that  the  bacilli  are  different ;  that  the  human  bacillus  will 
not  give  rise  to  bovine  tuberculosis  ;  and  that  the  bovine 
bacillus  will  not  cause  tuberculosis  in  the  human  subject. 
From  this  he  argued  that  tuberculous  milk  is  harmless  ; 
and  he  supported  his  views  by  asserting  the  infrequency 
of  primary  intestinal  tuV)ei'culosis  in  infancy,  and  by  the 
absence  of  wide-spread  epidemics  due  to  the  milk  of  tuber- 
culous cows.  It  is  assumed  that  alimenta  can  only  produce 
the  disease  by  setting  u]i  a  primary  tuberculosis  of  the 
intestine.  That  such  disease  is  rare  is  shown  by  the 
results  of  autopsies  on  tuberculous  children.  Biedert  found 
primary  intestinal  disease  in  only  16  out  of  3104  cases. 
Bao-inskv  found  in  933  cases  no  such  disease,  unless  the 
lungs  and  bronchial  glands  were  also  affected. 

Many  observers  have  succeeded  (Bollinger,  Crooksliank, 
Sidney  Martin,  de  Jong,  Arloing,  Raven al,  Wolff')  in  showing 
that  the  human  bacillus  will  produce  tuberculosis  in  cattle, 
chiefly  by  experiments  on  calves,  although  it  has  not  the 
same  degree  of  virulence  as  the  bovine  bacillus.  In  fact, 
the  bovine  bacillus  appears  to  be  more  virulent  to 
all  animals  used  for  experimental  inoculation.  Probably 
Koch's  negative  results  of  experimental  inoculation  were 
diTe  to  using  too  small  doses  of  insufficient  virulence. 

Another  argument  against  Koch's  vieAVS  is  that  it  can 
})e  shown,  by  feeding  exjx'riuuMits,  that  tu])ereiili)sis  may 
result  without  tlie  ]n-oduction  of  a  ]i)rimary  lesion.  Thus, 
the  cervical  glands  of  a  ])ig  (Woodhead)  and  the  mesenteric 
glands  of  the  guinea-pig  (Coniil  and  Babes,  Baumgarten, 
Klebs,  etc.)  may  become  tubci'culous,  although  no  local 
evidence  of  disease  can  be  found.     Bacilli  have  been  found 
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in  the  tonsils  with  an  a]^parentlY  intact  mucous  membrane 
(Dieulafoy,  A.  Latham).  The  experimental  infection  of 
the  nasal  mucosa  by  rubbing  on  sputa  will  cause  tuber- 
culosis but  no  local  lesion  (Cornet^  Renshaw).  Thus  it 
appears  that  the  bacillus  can  enter  through  an  intact 
mucous  membrane,  i.  e.  intact  to  the  naked  eye.  Whether 
it  can  pass  through  a  healthy  mucosa  is  a  matter  of  doubt. 
It  is  so  easy  to  suppose  some  local  defect  of  nutrition  or 
vitality  to  account  for  it. 

Milk  is  the  staple  article  of  diet  during  the  first  year 
or  more  of  life.  In  the  case  of  hand-fed  children  it  is 
usually  cows'  milk,  especially  among  the  better  classes. 
There  is  no  doubt  that  nnich  milk  is  sold  containing  the 
tubercle  bacillus.  Yet  tuberculous  lesions  in  the  abdomen 
are  not  very  common.  They  are  more  common  among  the 
poor  than  the  rich,  although,  or  perhaps  because,  the  former 
get  less  milk.  In  addition,  the  milk  obtained  by  the  poor 
is  likely  to  be  poorer  in  quality,  cheaper,  and  perhaps 
infected,  whereas  among  the  better  classes  more  care  is 
taken  in  obtaining  and  preparing  it.  Among  the  poor  all 
the  predisposing  factors  are  much  more  in  evidence,  but 
I  can  find  no  indication  that  a  higher  percentage  of 
children  fed  on  cows'  milk  get  tuberculous  peritonitis  than 
of  those  fed  on  condensed  milk.  I  regard  the  latter  as 
the  more  susceptible. 

The  alimentary  canal  is  cei'tainly  very  insusceptible  to 
infection  by  the  human  tubercle  bacilhis.  This  is  shown 
by  the  frequency  with  which  we  find  no  intestinal  infection 
and  no  caseation  of  mesenteric  glands  in  infants  and  young* 
children  who  have  been  for  weeks  or  months  swallowing 
sputa  from  tuberculous  cavities  in  the  lungs.  Still,  as  the 
result  of  autopsies  on  children  at  Great  Ormond  Street 
Children's  Hospital,  states  that  59  per  cent,  of  tuberculous 
children  have  tuberculous  mesenteric  glands,  and  that 
80  per  cent,  of  cases  of  tuberculous  mesenteric  glands 
showed  ulceration  of  the  bowel.  From  this  it  follows  that 
47*2  per  cent,  of  tuberculous  children  have  ulceration  of 
the  bowel,  a  percentage  which  seems  unduly  high. 
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Statistics  like  this  strongly  suggest  alimentary  infection. 
We  ought,  indeed,  to  have  large  numbers  of  instances  of 
alimentary  infection  if  tuberculous  milk  is  widely  dis- 
tributed, and  if  the  bovine  l)acillus  is  much  more  virulent 
than  the  human  variety.  There  is  no  reason  for  assuming 
that  man  is  an  exception  to  other  animals  in  the  degree 
of  susceptibility  to  infection  by  the  bovine  bacillus.  Sup- 
posing the  bacillus  to  pass  through  the  stomach  uninjured, 
and  to  be  able  to  pass  through  the  intact  mucous  membrane 
of  the  intestinal  tract,  two  channels  are  open  to  it.  It 
may  pass  into  the  blood-stream  and  be  carried  to  the 
liver.  If  it  take  this  course  the  liver  must  have  a  power- 
fully destructive  effect,  for  tuberculous  foci  in  the  liver 
are  rare,  except  in  the  case  of  an  acute  general  dissemina- 
tion. Or  it  may  pass  by  the  lymph  channels  to  the  glands 
and  be  there  destroyed,  or  set  up  caseation.  The  glands 
act  as  a  dam,  and  should  the  dam  fail  or  burst,  the 
bacilli  may  ]3ass  onwards  into  the  thoracic  duct  and  so  to 
the  blood,  giving  rise  to  general  infection. 

Assuming  that  the  bacillus  reaches  the  systemic  circu- 
lation by  this  course,  why  is  it  that  the  lungs  and  thoracic 
glands  are  the  organs  commonly  infected  ?  The  infected 
blood  will  be  distributed  throughout  the  systemic  circula- 
tion and,  with  the  exce]ition  of  that  which  passes  by  the 
bronchial  arteries,  will  only  reach  the  lungs  after  passing 
through  the  body  and  the  right  side  of  the  heart.  The 
bronchial  glands  are  caseous  in  75  to  80  per  cent,  of  tuber- 
culous children.  Not  all  the  lymph  from  the  intestines 
passes  through  the  glands,  so  it  is  possible  that  the  lymph- 
stream  may  be  infected  and  the  bacillus  may  set  uj)  tuber- 
culous disease  in  glands  further  on,  such  as  the  mediastinal, 
or  may  ])ass  into  the  thoracic  duct  and  blood-stream  witli- 
out  going  through  a  gland. 

We  have  therefore  to  assume  that  if  the  bacillus  reaches 
the  bronchial  glands  riil  the  intestinal  canal  it  does  so  by 
evading  the  mesenteric  glands  or  by  passing  into  the 
blood-stream^  and  then  for  stuue  cause  or  other  being- 
carried  to  these  glands.       .Mncli  more  cxitlence  is  recjuired 
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before  we  shall  l^e  justified  in  accepting*  sucli   an   assump- 
tion. 

Tubercles  may  occur  in  and  block  small  arteries  or  veins. 
They  may  break  down  and  cause  general  dissemination. 
Such  an  explanation  might  be  theoretically  true  of  some 
cases  of  tuberculous  peritonitis.  It  is  not  a  wild  specula- 
tion to  suppose  that  the  tuberculous  process  might  extend 
from  a  gland  to  an  artery,  or  that  an  artery  might  be 
directly  infected  through  its  vasa  brevia,  and  that  on 
breaking  down  a  dissemination  in  the  parts  supplied  by 
that  artery  might  result.  So  far  I  have  been  unable  to 
find  clear  post-mortem  evidence  of  such  limited  arterial 
distribution. 

Wide  dissemination  suggests  distribution  of  the  infec- 
tive agent  by  the  blood-stream.  Wide  dissemination  is 
common  in  infancy,  and  is  most  commonly  secondary  to 
caseation  of  a  thoracic  gland.  Dissemination  by  the 
blood-stream  does  not,  however,  clearly  explain  the 
limitation  of  the  spread  to  the  peritoneum.  We  are 
driven  to  the  view,  that  if  this  be  the  mode  of  infection, 
the  bacilli  must  be  simultaneously  and  equally  widely 
distributed  throughout  the  systemic  circulation,  but  that 
they  are  destroyed  elsewhere  than  iii  the  peritoneum.  We 
may  note  in  this  connection  how  rarely  tuberculous  nodules 
are  found  in  the  skin,  and  that  in  acute  miliary  tubercu- 
losis few  tubercles  are  found  except  in  the  lungs,  unless 
the  illness  is  rather  prolonged.  It  is  probable  that  in  the 
healthy  peritoneum,  as  in  other  tissues,  the  bacilli  are 
destroyed,  but  that  if  the  resisting  power  of  this  large 
serous  membrane  be  impaired  a  tuberculous  peritonitis 
will  ensue. 

As  a  paralled  to  this  I  would  suggest  that  outbreaks 
of  miliary  tuberculosis  can  occur  in  the  system  as  a  whole, 
or  in  23ortions  of  it,  without  causing  the  death  of  the 
child.  Just  as  we  get  ocular  evidence  of  the  recovery  of 
cases  in  which  the  peritoneum  has  been  found  studded 
with  tubercles,  so  we  have  clinical  evidence  which  indicates 
to  me  that  some  of  the  cases  diagnosed  as  capillary  bron- 
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cliitis,  ending  in  recovery,  may  liave  l)een  due  to  an  attack 
of  dissemination  of  miliavy  tubercle  in  the  lungs. 

Thougli  I  am  inclined  t()  the  view  that  tuberculous 
peritonitis  is  usually  due  to  infection  through  the  blood- 
stream, I  regard  the  caseous  form  as  more  commonly  due 
to  rupture  of  a  caseous  mesenteric  gland,  or  to  extension 
from  such  a  gland,  in  a  somewhat  similar  manner  to  the 
extension  from  a  caseous  bronchial  gland  to  the  lung.  At 
present  we  seem  hardly  justified  in  stating  that  the  mes- 
enteric e'lands  become  caseous  as  a  result  of  infection  from 
the  intestine.  It  is  quite  possible  that  the  bacillus  is 
carried  to  the  gland  l)y  the  blood.  Even  in  advanced 
cases  of  tuberculous  ulcei-ation  of  the  small  and  large 
intestine  we  do  not  invariably  find  caseous  mesenteric 
glands.  This  was  very  remarkable  in  a  case  I  showed 
before  the  Medical  Society.^  The  ulceration  was  extreme, 
the  glands  were  not  caseous,  the  peritonitis  was  limited  to 
the  bases  of  the  ulcers,  and  there  was  an  old  tuberculous 
focus  in  the  apex  of  one  lung.  If  we  get  no  caseation  in 
the  glands  in  such  a  case  as  this,  how  much  less  probable 
is  infection  of  the  glands  through  the  mucous  mendDrane 
of  the  healthy  intestine.  In  a  few  instances  the  peritonitis 
appears  to  be  secondary  to  a  primary  tul)erculosis  of  the 
genital  organs.      More  often  both  are  secondary. 

The  predisposing  causes  which  render  the  peritoneum 
susceptible  are  maiidy  those  due  to  improper  feeding, 
gastro-intestinal  disturbance,  and  general  malnutrition. 
Another  factor,  very  prevalent  among  the  ]X)or,  is  unsuit- 
able clothing.  We  constantly  see  that  the  ordinary  child 
of  the  poor  is  badly  clad,  with  the  clothes  so  arranged  as 
to  hang  from  the  shoulders.  When  the  child  is  lifted  up, 
under  the  arms  as  so  often  happens,  the  abdomen  is  seen 
to  be  bare  or,  at  any  rate,  only  protected  l)y  a  thick  layer 
of  dirt.  In  young  children,  and  in  girls  for  many  years, 
the  abdomen  is  insufficiently  protected.  Perhajis  this  is 
the  explanation  of  the  greater  frequency  of  tuberculous 
])erit<'nitis  in  females  in  later  life. 

*  'Med.  Soc.  Trans.,'  vol.  x.xiv,  ]).  272. 
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Constantly  in  the  early  stages  of  the  disease  we  find  a 
distended  belly^  flatulence  and  constipation  ;  a  condition 
we  cannot  invariably  diagnose  as  incipient  tuberculous  peri- 
tonitis. Such  symptoms  often,  but  not  invariably,  prove 
tuberculous. 

In  conclusion,  I  would  suggest  that  it  is  not  proved  that 
all  forms  of  tuberculous  ])eritonitis  are  due  to  the  same 
brand  of  bacillus.  Both  clinically  and  pathologically  we 
seem  to  have  grounds  for  supposing  that  the  bacillus 
exerts  a  different  effect,  according  as  it  is  of  the  human  or 
possibly  the  bovine  species.  Certainly,  in  some  instances 
of  chronic  tuberculosis  in  children  the  character  of  the 
spleen  closely  simulates  that  seen  in  the  tul^erculosis  of 
guinea-pigs.  The  question  is  one  well  worthy  of  patient 
elucidation. 

{Read  at  the  Special  Meeting  for  the  disciissiou  of  Tuber- 
culous Peritonitis,  Decemher  the  12th,  1902.) 


15.  TUBERCULOUS  PERITONITIS  :  SYMPTOMS  AND 

DIAGNOSIS. 

By  JAMES  BARR,  M.D. 

The  task  set  me  of  opening  that  part  of  the  discussion 
dealing  with  the  symptoms  and  diagnosis  of  tuberculous 
peritonitis  is  a  very  important  one,  and  I  should  like  to  give 
it  a  much  more  definite  and  prominent  position  than  that 
which  it  occupies  in  text-books.  The  symptoms  are  very 
vague  and  indefinite,  and  there  are  none  which  are  patho- 
gnomonic. So,  frequently  the  disease  is  not  recognised  in 
its  early  inception,  not  in  fact  till  it  is  well  developed,  and 
often  not  even  until  the  surgeon's  knife  is  called  into  play. 
In  the  present  day  exploratory  operations  are  so  simple,  and 
afford  such  excellent  opportunities  for  the  surgeon  inter- 
fering with  the  work  of  the  physician,  that  I  am  afraid  we 
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do  not  always  cultivate  our  various  senses  to  the  extent 
that  we  should  do,  otherwise  we  would  not  so  frequently 
rec|uire  the  assistance  of  the  surgeon  to  complete  our  dia- 
gnosis. We  can  talk  very  glibly  about  the  pathology  and 
surgical  treatment  of  tuberculous  peritonitis,  but  I  am 
inclined  to  think  that  if  Ave  recognised  the  disease  and  pro- 
perly treated  it  in  an  early  stage  there  would  be  fewer 
cases  requiring  operation. 

The  frequent  failure  to  appreciate  the  development  of 
such  an  important  affection  is,  I  think,  partly  due  to  the 
prevalent  idea  that  peritonitis  is  a  disease  attended  l)y 
severe  and  well-marked  symptoms  ;  whereas  Ave  know  that 
in  tuberculous  peritonitis  the  onset  is  very  insidious,  and 
often  there  is  little  or  no  inflammatory  reaction,  so  that 
in  many  cases  tuberculosis  of  the  peritoneum  would  be  a 
more  appropriate  designation.  No  doubt  in  many  cases 
there  is  a  considerable  amount  of  inflammation,  but  rarely 
if  ever  to  such  a  degree  as  that  associated  with  the  intro- 
duction of  other  micro-organisms,  such  as  the  bacillus 
coli,  streptococci,  and  pneumococci.  There  is  none  of 
that  collapse  associated  Avitli  paralysis  of  the  splanchnic 
area,  such  as  occurs  in  perforation  of  the  bowel  with 
escape  of  its  contents  into  the  peritoneal  cavity,  and 
which  makes  such  a  permanent  impression  on  the  sen- 
sorium  of  the  observer  that  he  is  apt  to  overlook  tlie 
milder  and  more  chronic  form  of  tuberculous  peritonitis. 

This  affection  may  occur  at  almost  any  age,  but  is  rare 
under  three  and  over  fifty,  and  as  a  rule  its  existence  is 
the  more  readily  recognised  or  at  least  suspected  the 
younger  the  patient.  Its  incidence  is  about  equal  in 
both  sexes.  The  disease  may  be  acute  or  chronic, 
primary  or  secondary.  The  acute  and  primary  are  rare 
affections,  while  the  chronic  and  secondary  are  compara- 
tively common.  The  acute  form  is  usually  part  of  a 
general  acute  miliary  tuberculosis,  and  as  there  is  no  true 
inflammatory  reaction  of  tlie  peritoneum  the  symptoms 
are  submerged  by  more  pronounced  signs  of  disease  in 
the  lungs  and  bowels.      However,  if  the  patient  live  long 
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enouD-li  attention  may  be  drawn  to  the  peritoneum  by  a 
slio'lit  increase  in  the  size  of  the  abdomen  with  o-eneral 
emaciation.  There  may  be  a  small  amount  of  free  fluid 
in  the  peritoneal  cavity,  as  in  these  cases  the  adhesions 
consist  of  a  slight  amount  of  lymph  g-luing  the  coils  of 
bowels  tog-ether.  The  abdominal  walls  become  rather 
tense,  though  there  can  scarcely  be  said  to  be  any  severe 
pain  or  tenderness,  and  the  respirations  are  thoracic.  The 
temperature  is  usually  rather  high  and  may  be  hectic,  but 
that  depends  on  the  involvement  of  other  organs  rather 
than  of  the  peritoneum.  If  meningitis  terminate  the 
scene  the  scaphoid  abdomen  does  not  occur.  The  primary 
form  is  extremely  rare,  though  like  meningitis  it  may 
occur.  As  a  rule,  an  original  focus  can  be  discovered  at 
the  autopsy,  most  frequently  in  the  bowel,  or  generative 
organs  and  their  adnexa.  I  have  myself  seen  the  origin 
of  a  ge;iieral  acute  miliary  tuberculosis  in  a  caseous  testicle, 
and  those  who  treat  female  diseases  know  what  a  frequent 
source  of  general  infection  may  be  found  in  the  tubes  and 
ovaries.  The  symptoms  in  these  primary  cases  in  no  way 
differ  from  those  in  chronic  cases,  which  I  am  aliout  to 
describe. 

In  chronic  tuberculous  peritonitis  the  symptoms  usually 
begin  very  insidiously,  and  as  commonly  the  lungs,  pleurse, 
or  bowels  are  affected  our  attention  nuxy  be  drawn  away 
from  the  peritoneum,  though  in  fact  these  primary  lesions 
should  drive  our  observations  more  closely  to  the  signifi- 
cance of  an  enlarging  abdomen. 

Just  as  in  tuberculosis  of  the  lungs  when  tuberculous 
ulceration  of  the  bowel  follows,  the  prominent  chest  sym- 
ptoms subside ;  so  when  tuberculous  ulceration  of  the 
bowels  is  followed  by  peritonitis,  the  diarrhcea  and  attenu- 
ated abdomen  may  be  replaced  by  constipation  and  slight 
abdominal  intumescence.  This  latter  condition  may  give 
a  rotundity  to  the  abdomen,  which  taken  in  conjunction 
with  the  cessation  of  diarrhcea  may  give  rise  to  the 
erroneous  impression  that  the  child  is  improving,  whereas 
in  realitv  the  disease  is  extendino-.      Pain  is  by  no  means 
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a   prominent    symptom    in    any    stage  of   the  disease,  but 
usually  a  certain  amount  of  tenderness  can  be  elicited  on 
manipulation.      There  may  not  he  sufficient  to  give  rise  to 
any  expression  of  pain  beyond  that  depicted  on  the  coun- 
tenance of  the  dull  and  listless  patient.     He  is  careful  in  his 
movements  to  avoid  all  jars  and  knocks,  and  when  in  lied  is 
apt  to  lie  huddled-up,  provided  the  abdomen  be  not  nnich 
distended.      These  facts,  coupled  with  thoracic  breathing, 
which  is  an  early  symptom  in  all  such  cases,  should  arrest 
the  attention  of  every  intelligent  observer  at  an  early  stage 
in  this  affection.      At  first  the  appetite  may  be  good,  but 
after  a  little  it  becomes  capricious,  and  there  maybe  nausea 
with  occasional  vomiting.      I  have  seen  the  nutrition  good 
till    a   fairly    advanced    period,  but,  as    a   rule,  while    the 
abdomen  enlarges  the  rest  of  the  body  rajiidly  emaciates, 
the  subcutaneous  fat  disappears,  and  the  skin  of  the  tense 
abdomen  becomes  thin  and  shiny  so   that  the   blue  veins 
become  very  evident.      Anamiia  is  usually  marked,  though 
this  may  be  associated  with  a  pink  flush  on  the  cheeks. 
The    salivary    secretion    diminishes,    the    mouth    becomes 
sticky,  the  tongue  red,  glazed  and  denuded  of  epithelium, 
and  at  this  stage  there  is  considerable  thirst  and  no  appe- 
tite.     Constipation  and  improperly  digested  food  give  rise 
to    griping    and    often    moderately    severe    colicky    pains, 
which  are  releved  by  diarrhoea,  and  this  may  again  alternate 
with  constipation.      As  the  disease  advances  the  abdomen 
enlarges  and  this   is   specially  marked  in  the   u])per  half, 
the   umbilicus   protrudes,    the    recti    and   other  abdominal 
muscles  become    very    tense,  and  the  breathing   is  purely 
thoracic.       The    general    weakness,    pain   and    tenderness 
increase,  and    the  ])atient  is   confined  to  bed.      The    tem- 
perature   is   never    very  high,    rarely    rising    nnich    above 
101°  F.  in  the  evening,  and  nuiy  often  be  subnormal,  but 
the    morning   fall,    even    in   cases   of   low    temperatnre,  is 
usually  move  characteristic  tlum  the  evening  rise. 

At  this  stage  a  certain  :iniimnt  (if  free  orloculated  fluid 
may  be  detected.  Tlie  l;ii'ge  and  tense  abdomen  exhibits 
various  degrees  of   i-csistance  at  different  places.      Coils  of 
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bowel  being  u.snally  glued  together,  prominent  tense  swell- 
ings of  knuckles  of  bowel  containing  gas  and.  faeces  can  be 
readily  felt.  Commonly,  the  omentum  is  very  much 
thickened,  and  owing  to  the  peristaltic  movements  of  the 
distended  bowel  it  gets  curled  up  on  itself  and  forms  a 
large,  thick,  sausage-like  mass  stretching  across  the  abdo- 
men about  the  level  of  the  umbilicus.  The  amount  of 
effused  fluid  is  usually  small,  and  its  location  depends  on 
the  extent  of  the  ])eritoneal  adhesions.  In  some  cases  it 
is  fairly  free,  the  Hanks  are  dull,  and  a  succussion  wave  is 
easily  felt.  In  other  cases  there  are  numerous  lociili 
foi'ming  evident  cysts,  which  in  cases  of  females  have  not 
unfrequently  been  mistaken  for  ovarian  cysts.  I  have 
seen  a  large  collection  of  purulent  fluid  walled  oif  in  the 
lower  half  of  the  abdomen,  and  as  the  bowels  are  floated 
up  on  the  surface  of  the  fluid  the  collection  most  frequently 
takes  place  below  the  level  of  the  umliilicus.  GEdema 
of  the  lower  extremities  and  dependent  parts  of  the 
abdomen  occasionally  takes  place,  especially  in  adults,  but 
this  is  due  to  the  feeble  and  atrophic  heart  rather  than  to 
any  excessive  abdominal  tension.  Ilie  pulse  is  frequent, 
small  and  feeble.  The  free  edge  of  the  liver  can  be  felt 
about  an  inch  or  more  lielow  the  costal  margin.  The 
spleen  is  usually  rather  enlarged  but  is  not  felt  below  the 
costal  margin. 

As  the  disease  advances  the  emaciation  becomes  intense, 
the  eyes  are  sunken,  the  temples  and  cheeks  become  hollow, 
the  countenance  shows  evident  signs  of  distress,  the  ribs 
stand  out  prominently,  the  lower  ril^s  are  partly  everted 
by  the  large  and  })rominent  abdomen,  and  the  breathing- 
is  thoracic.  The  skin  over  the  chest  may  be  dry,  harsh 
and  shrunken,  while  that  over  the  abdomen  is  thin,  smooth 
and  shiny.  The  superficial  veins  are  very  apparent  ;  the 
umbilicus  is  unfolded  and  the  recti  muscles  separated. 
The  patient  lies  on  his  back  or  side  with  his  knees  drawn 
up,  weakness  is  great,  and  every  movement  causes  pain. 
There  is  often  stomatitis  with  a  glazed  red  tongue  and 
small  ulcers  on  it  and  on  the  inside  of  the  buccal  cavity. 


TUBERCULOUS  PERITONITIS. 


The  liowels  are  often  loose,  the  motions  lieing*  of  a  dark, 
Avaterv,  offensive  character,  and  wliere  there  is  much  in- 
testinal ulceration  there  may  be  blood  and  mucus.  There 
is  often  severe  griping*  and  colicky  pains  accompanying 
the  diarrlnea,  but,  on  the  other  hand,  cases  of  fatal 
obstruction  have  been  observed.  The  temperature  in  late 
stages  frequently  reaches  103^  F.  or  104°  F.  in  the  evening. 

Improvement  in  these  advanced  cases  rarely  takes 
place,  but  I  have  seen  recovery  after  the  evacuation  of 
an  abscess  which  pointed  at  the  umbilicus,  and  in  another 
case  after  a  fascal  fistula  had  formed  in  the  same  situation. 
One  of  the  most  ominous  symptoms  is  the  occurrence  of 
purpuric  spots  on  the  extremities  and  flanks. 

Diagnosis. — The  diagnosis  largely  depends  on  a  rrsmne 
of  the  symptoms  Avhich  I  have  detailed.  The  slow  and 
insidious  onset,  great  Avasting,  abdominal  distension,  pain 
and  tenderness,  variable  tension  in  different  parts  of  the 
abdominal  walls,  a  thin  stretched  skin  with  ]n-ominent 
veins  over  the  abdomen  and  loAver  ribs,  and  in  advanced 
cases  a  protruded  umbilicus  and  separation  of  the  recti 
muscles.  Irregular  lumps  in  the  abdomen,  especially  a 
hard,  firm,  sausage-like  mass  at  the  level  of  the  umbilicus 
from  a  thickened  omentum  are  connnon  conditions. 

There  may  be  general  fluctuation  or  evidence  of  cyst-like 
collections  of  fluid.  The  breathing  is  thoracic.  The  tem- 
perature is  varial)k'  and  generally  marked  by  a  morning 
fall.  The  patient  looks  ill,  is  dull  and  listless  but  always 
intelligent,  and  his  senses  are  normal.  The  })resence  of 
tuberculous  disease  in  other  organs  assists  the  diagnosis. 
The  large  tympanitic  abdomen  which  occurs  in  rickets  and 
dvs])e])tic  troubles  is  easily  distinguished  by  the  uniform 
and  \  iirialilc  distension,  absence  of  muscular  rigidity,  and 
no  great  variations  in  tlie  resistance  at  different  parts,  no 
evidence  of  fluid,  and  tlioracic  In-eathing  not  a  ])ronnnent 
featui'c. 

In  ty])lioid  fcxci- the  abdomen  is  often  distended,  but  the 
tension  is  not  gi-eat  :\\\(\  there  is  no  niusciilni"  rigidity.  The 
spk'en    is    lai-ge    and    easily    felt,   the    patient    is   dull    and 
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apathetic,  his  intelligence  and  all  his  senses  are  blnnted. 
There  is  continuous  fever,  and  otlier  typhoid  symptoms 
which  need  not  be  enumerated.  In  cases  of  ascites  arising 
from  cirrhosis  and  Banti's  disease  the  accumulation  is  great, 
the  fluid  is  clear  and  of  low  specific  gravity.  In  these 
cases  there  is  often  localised  j)eritonitis  with  well-marked 
friction  fremitus,  and  in  some  cases  the  diiferentiation  may 
cause  some  difficulty.  The  same  may  be  said  of  simple 
chronic  adhesive  peritonitis  arising  from  otlier  causes.  In 
some  such  cases  I  have  found  the  injection  of  the  peritoneal 
fluid  into  giiinea-pigs  of  some  value.  As  a  rule,  patience 
and  careful  observation  soon  settle  the  diagnosis. 

{Read  at  the  Special  Meet Ing  for  the  discussion  of  Tnher- 
c.ulous  Peritonitis,  December  the  12th,  1902.) 


16.  TUBERCULOUS  PERITONITIS:  SYMPTOMS  AND 
DIAONOSIS. 

By   GEOROE    carpenter,  M.D. 

Symptoms. — Tuberculous  ])eritonitis  is  met  with  in 
practice  under  several  fairly  well-defined  clinical  condi- 
tions, and  it  is  therefore  })ossil)le  to  arrange  these  cases 
with  some  method.      These  clinical  conditions  are  : 

1.  A  matted  condition  of  the  bowel,  which  is  often, 
V)ut  by  no  means  necessarily  associated  with  tuljerculous 
intestinal  ulceration  and  caseous  disease  of  the  mesenteric 
glands  ;  a  disease  called  tabes  mesenterica,  which  has  the 
well-known  clinical  features  of  a  tumid  alxlomen,  al)dominal 
pain,  diarrhcea,  wasting,  and  sometimes  fa?cal  fistula  at  the 
umbilicus. 

2.  A  condition  in  which  a  child  is  out-of-health,  has  a 
full  stomach,  and  complains  of  griping  pains  there.  Under 
examination,  hai'd  and  fixed  lumps  are  felt  in  one  part  or 
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another  of  the  abdomen,  usually  close  under  the  parietes, 
but  not  always  so.  The  disease  is  due  to  the  luxuriant 
growth  of  miliary  tubercles  in  larg-e  masses.  This  will 
often  occur  in  the  omentum,  which  becomes  much  thickened 
and  contracted  into  a  thick  band,  and  stretches  horizontally 
across  the  iipper  part  of  the  abdomen.  Sometimes  a  large 
mass,  or  plate,  forms  between  the  liver  and  the  diaphragm, 
but  here  of  course  not  recognisable  clinically.  At  other 
times  the  omentum  fomns  a  thick  apron,  which  lies  in 
front  of  the  intestines,  and  is  adherent  to  them,  and  to 
the  liver,  spleen,  and  abdcmiinal  parietes.  Such  a 
thickened  mass  often  has  areas  of  varying  density  and 
induration,  which  may  be  felt  as  isolated  nodules  of 
superficial-lying  thickening  underneath  the  abdominal  wall. 
Or,  a  mass  may  foi-ni  in  Douglas's  pouch  which  can  be 
detected  on  making  a  rectal  examination.  Again,  tuber- 
culous masses  may  be  felt  in  any  pai't  of  the  abdominal 
cavity,  and  these  are  mostly  intestinal  coils  matted  together 
with  tuberculous  deposit  outside  the  bowel,  a  fact  which 
explains  a  clinical  feature  that  is  often  puzzling,  viz., 
that  the  tumours  are  constaiitly  vai-ying  in  size  and 
definition.  There  is  also  another  practical  point  of  some 
interest  and  that  is,  the  bowel  may  be  obstructed  by  the 
tuberculous  deposit  enveloping  it,  inducing  tormina, 
borborygmi,  and  obvious  peristaltic  movements  of  the 
greatly  distended  gut  Avhich  terminate  at  the  seat  of 
obstruction  and  ])erliaps  occasion  thereby  a  group  of 
symptoms  which  may  possibly  lead  to  the  suspicion  of 
chronic  intussusception.  The  tuhercidous  tumour,  the  most 
conniion  variety  of  tuberculous  |)eritonitis,  is  not  often 
associated  with  much  ascites.  In  the  course  of  the 
complaint  a  certain  amount  of  fiuid  may  come  and  go,  but 
the  (pKintity  is  not  often  great,  though  it  may  be  so  large 
as  to  mask  the  underlying  mischief. 

Fixed  lumps  may  be  due  to  caseation  of  tlK>  mesenteric 
glands  alone.  Sucli  glaiiduliii-  iiiassts  may  be  so  matted 
together  as  to  form  a  large  fixed  tumour,  or  they  may 
retain  their  original  isolated  positions  and  be  felt  through 
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the  abdominal  wall,  and  bimanually  j)er  rectiun,  as  a 
chavacteristic  grape-like  mass.  Such  cases  often  find  their 
way  into  the  wards  of  a  h()S])italj  not  for  this  complaint 
but  as  instances  of  tul:)ei'culous  meningitis^  or  of  broncho- 
pneumonia, or  of  a  child  wasted  to  a  skeleton  and  in  a 
state  of  collapse  from  diarrhoea.  Sometimes  their  abdominal 
condition  is  recognised  during  life,  but  intestinal  ulceration 
and  caseous  mesenteric  glands  often  escape  detection, 
and  are  found  in  the  post-mortem  room.  In  a  girl  10 
years  old,  a  fixed  tumour  was  due  to  the  following  con- 
dition. The  morbid  changes  were  limited  to  the  small 
intestine,  commencing  about  two  feet  above  the  ileo-coecal 
valve.  Here,  and  for  some  little  distance  down  to  within 
six  inches  of  the  valve,  there  was  extensive  intestinal 
ulceration  together  with  caseation  and  matting  of  neigh- 
bouring glands,  the  whole  being  knotted  together  by  dense 
adhesions.  Some  of  the  iilcers  were  of  cartilaginous  hard- 
ness. The  rest  of  the  abdominal  cavity  was  quite  free 
from  disease.  There  was  secondary  tuberculous  lung 
disease.  The  limited  extent  of  the  disease  suggests  the 
idea  that  it  might  have  started  in  a  mild  attack  of  enteric 
fever.  A  microscopical  specimen  in  the  possession  of  Dr. 
Alfred  Lingard,  Imperial  Bacteriologist  to  the  Indian 
Government,  is  in  favour  of  such  a  theory.  It  was  taken 
from  one  of  the  mesenteric  glands  of  a  case  of  typhoid 
fever,  and  shows  typhoid  and  tubercle  bacilli  side  by  side.  In 
soine  instances,  Avhen  an  opportunity  has  presented  itself 
of  making  a  post-mortem  examination  of  cases  occurring  in 
this  group,  I  have  also  found  caseation  of  the  mesenteric 
glands  and  intestinal  ulceration,  and  such  are  clinically 
allied  to  the  group  of  cases  occurring  under  heading  No.  1. 
The  amount  of  febrile  disturbance  is  not  great,  although 
exceptions  do  arise  and  well-mai-ked  instances  of  a  remit- 
tent type  of  fever  are  seen.  A  fairly  constant  feature  is 
the  large  proportion  of  subnormal  temperatures  encountered 
in  this  disease.  Day  after  day  the  temperature  may  be 
found  ranging  between  98°  F.  or  97°  F.,  or  even  lower, 
with  occasional  rises  to  99°  F.  or  thereabout.     These  cases 


76  TUBERCULOUS  PERITONITIS. 

often  linger  on  week  after  week,  and  month  after  inontli 
without  any  marked  alteration  either  way,  and  frequently 
leave  the  hospital  improved  in  regard  to  their  general 
health,  though  the  tuberculous  tumours  remain  much  as 
before. 

Under  heading  3  are  cases  that  come  under  observa- 
tion as  examples  of  a)<ciies.  Throughout  their  illness  the 
condition  may  begin  and  end  as  one  of  ascites.  Perhaps, 
a  rectal  examination  may  reveal  some  slight  thickening  in 
the  abdominal  cavity  Avhich  would  have  escaped  detection 
by  the  ordinary  methods  of  examination.  Ascites  may 
mask  the  condition  of  tuberculous  tumour  just  mentioned, 
and  it  is  not  until  a  paracentesis  abdominis  has  been  per- 
formed, or  the  fluid  has  become  absorbed,  that  the  under- 
lying mischief  is  detected.  The  converse  may  also  happen, 
but  this  is  not  so  common.  As  an  uncommon  sub-variety 
may  be  mentioned  that  condition  in  Avhich  fluid  is  en- 
cysted amongst  the  intestinal  coils,  and  under  this  variety 
may  be  grouped  cases  which  come  under  notice  as  localised 
tubercidous  abscesses.  Variations  are  sometimes  noticed 
in  the  character  and  behaviour  of  the  abdominal  contents. 
Thus,  in  a  case  of  abdominal  distension,  sometimes  there 
may  seem  to  be  a  large  quantity  of  fluid,  and  at  other 
times  the  contents  appear  to  be  chiefly  gaseous.  Such 
variations  succeed  one  another  quickly.  When  fluid  seems 
to  be  present  in  the  abdomen  and  behaves  in  the  manner 
described,  it  is  probable  that  fluid  is  really  there,  and 
that  instead  of  being  definitel}'  encysted  in  one  particular 
locality  or  fi-ee  in  the  pei"itoneal  cavity  it  is  held  by  the 
intestinal  coils,  and  that  as  these  alter  in  position  and 
distension  so  the  evidences  of  the  fluid  alter  and  nlternately 
a})])ear  .ind  disappear. 

The  feln-ile  symptoms  and  fever  encountered  in  ascites 
are  not  marked.  The  tem])erature  may  be  raised  tVtr  a 
day  or  two  to  100°  F.,  or  to  lUl'^  F.,  and  usually  (|iiirkly 
sul)sidcs.  On  tlie  oilier  liaiid,  a  hectic  type  of  tenqicrariirc 
may  be  found  in  those  who  ultimately  recover. 

4.   Then'   is   a   type    of   tuberculous  peritonitis    in  whitdi 
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the  abdomen  is  greatly  distended,  tense,  and  drnni-like, 
and  offers  great  resistance  to  manipulation.  It  may 
happen  that  nothing  abnormal  can  be  felt  by  a  bimanual 
examination,  but,  on  the  other  hand,  there  may  be  a 
suspicion  oi"  peritoneal  thickening,  and  sometimes  dull 
areas  can  be  mapped  out  on  percussion  of  the  abdominal 
walls,  quite  apart  from  obvious  thickening.  Ciiven,  fever 
of  an  intermittent  type,  pea-soup-like  motions,  possibly 
some  splenic  enlargement,  moist  sounds  in  the  chest, 
drowsiness  and  some  delirium,  all  of  which  may  happen 
in  combination  in  such  a  case,  and  it  is  not  difficult  to 
mistake  the  condition  for  that  of  enteric  fever.  Subse- 
quently there  may  be  effusion  of  fluid,  or  definite  lumps 
may  make  their  appearance,  or  the  bowels  may  be  found 
to  move  under  the  hand  en  masse.  On  the  other  hand, 
the  primary  condition  may  cle^^r  up  without  any  further 
developments.  In  infants  and  young  children,  the  condi- 
tion which  is  most  likely  to  be  mistaken  for  it  is  that  of 
chronic  gastro-intestinal  catarrh  from  improper  feeding  ; 
a  bimanual  examination  may  in  such  a  case  prove  decidedly 
helpful. 

The  foregoing  remarks  are  the  outcome  of  a  study  of 
91  cases  of  tuberculous  peritonitis  which  have  been 
under  the  writer^s  care  during  past  years.  Of  these  cases 
55  were  males  and  36  were  females. 

Phthisical  history. — In  32  of  these  cases  there  was  a 
family  history  of  phthisis  or  other  tuberculous  affection  ; 
in  29  cases  there  was  no  history  of  such ;  and  in  30  cases 
the  notes  were  not  sufficiently  precise  on  the  subject  to 
make  them  of  value.  About  half  the  number  of  cases, 
where  an  inquiry  had  been  made,  gave  a  history  of  tuber- 
culous affections. 

Age  incident. — Their  ages  are  as  follows  : 


Months. 

Cases. 

Years. 

Cases, 

3  to    6 

2 

U  to    2 

4 

6   „     9 

0 

2   „     3        , 

15 

9    „  12 

2 

3   „     4 

19 
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Months. 

Cases. 

Yeai-s. 

Cases. 

12  to  16 

8 

4 

to 

5 

4 

5 

6 

12 

6 

7 
8 

7 

8 
9 

3 

5 

.          o 

9 

10 

3 

10 

11 

5 

]1 

12 

3 

12 

13 

0 

13 

1 

Total  91  cases. 

A  little  less  tliaii  ith  of  tlie  total  number  of  cases  arose 
within  the  first  two  years  of  life.  From  this  ]:)eriod  to 
within  6  years  of  age  there  were  no  less  than  50  cases, 
or  close  on  |-ths  of  the  total  number  of  cases  ;  the  disease 
appears,  therefore,  to  be  more  common  about  this  period 
of  childhood  than  at  other  times. 

Enlargement  of  the  liver. — During  and  within  the  first 
two  years  of  life  4  cases,  or  |^th  of  the  number,  were 
associated  with  an  enlarged  liyer ;  one  child  died  and 
its  liyer  was  found  to  be  "  nutmeg."  Fr(^)m  2  years 
to  within  6  years  of  age  there  were  5  cases,  or  jVth  of 
the  number ;  one  died  and  its  liyer  was  found  to  be  fatty. 
Of  these  cases,  in  eyery  instance  but  one,  the  spleen  was 
also  enlarged. 

Enlargement  of  the  spleen. — During  and  within  the  first 
two  years  of  life  there  were  5  cases  with  enlarged  spleens, 
or  yVtl^s  t)f  the  cases ;  one  of  them  died.  From  2  years 
to  within  6  years  of  age  there  were  8  cases  of  splenic 
ciilargeuient,  or  -j^Trths  of  the  cases,  and  3  of  these  died. 
Of  the  deaths  one  was  that  of  a  child  just  oyer  2  years 
old  ;  its  s]i]een  though  enlarged  was  free  from  tubercles, 
lu  the  other  instances  the  enlarged  spleen  contained 
miliary  tubercles.  The  most  ])r()]ific  periods  for  splenic 
eulargemeiits  from  all  causes  are  firstly  during  the  first 
eighteen  iiioiiths  of  life,  and  secondly,  and  to  a  less  extent. 
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ivom  then  up  to  the  fourth  year.'^  At  these  ages  splenic 
enlargements  are  quite  common.  Splenic  enlargements 
associated  with  tulierculous  peritonitis  have  been,  in  mv 
experience,  infrequent  and  uncommon,  in  comparison. 

Plitlii.sis. — This  occurred  in  16  cases,  and  in  4  of  them 
within  the  first  two  years  of  life.  Of  the  4  cases,  3  died  and 
in  one  thei'e  was  caseous  pneumonia,  and  in  another  miliary 
tuberculosis.  Of  the  12  cases,  9  died  and  in  4  of  them  there 
was  miliary  tuberculosis  of  the  lungs.  In  my  experience, 
obyious  phthisis  has  not  been  a  common  clinical  complication. 

Pleurisij. — Of  this  C(jmplication  I  possess  but  one  clinical 
record,  yiz.,  that  of  the  child  3  years  old,  previously 
mentioned,  who  succumbed  to  empyema. 

Tnherculous  disease  of  the  male  genitalia. — Five  of  the 
cases  of  tuberculous  peritonitis  were  associated  with  the 
above  complications.  In  a  boy  of  11  years  old  the 
vesicul^  seminales  were  tuberculous.  In  a  boy,  aged  5 
years,  there  was  tubei'culosis  of  the  seminal  vesicles,  the 
prostate,  and  the  body  and  epididymis  of  one  testicle.  A 
boy  of  6  years  old  had  caseous  epididymitis  with  a  corre- 
sponding caseous  seminal  vesicle.  In  a  boy  of  2 4  years  the 
seminal  vesicles  and  the  prostate  were  tuberculous.  In  a 
child  of  18  months  old  both  seminal  vesicles  were  tuber- 
culous, and  the  epididymis  on  one  side. 

Tuberculou.s-  disease  of  the  female  genitalia. — My  I'ecords 
of  this  complication  have  been  gained  by  the  use  of  com- 
bined rectal  and  bimanual  examinations  during  life,  and 
also  in  the  post-mortem  room.  In  a  child,  aged  9  years, 
the  Fallopian  tubes  were  enlarged  and  caseous.  Tuber- 
culous extension  had  taken  place  from  the  peritoneum,  and 
they  had  been  invaded  at  their  fimbriated  extremities 
(Fig.  10).  In  a  girl,  aged  4  years,  the  ovaries  were 
matted  to  the  Fallopian  tubes,  the  extremities  of  which 
showed   cavities    filled    with    caseating  material ;    she    had 

*  Vide  '  Syphilis  of  Children,'  by  George  Carpenter,  M.D.,  pp.  48  and 
49,  diagram  19 ;  also  "  Splenomegaly  in  Infants  and  Young  Children," 
'  Reports  of  The  Society  for  the  Study  of  Disease  in  Children,'  vol.  iii, 
pp.  296—317. 
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Fig.  10. 


-V 


tuberculous  intestinal  ulceration, 
together  witli  tubei'culous  brain 
tumours,  but  no  peritonitis.  In 
a  girl  of  7  years  I  found  an  en- 
larged uterus,  the  right  Fallopian 
tube  was  the  diameter  of  a  lead 
pencil,  and  there  was  a  tuber- 
culous lump  the  size  of  a 
pigeon's  egg  just  above  the  top 
of  the  sacrum.  I  subsequently 
lost  sight  of  hei'.  A  girl  of  7 
years  old,  who  had  tuberculous 
ascites,  had  a  rounded  tumour, 
the  thickness  of  the  index 
finger  and  three  inches  in 
length,  attached  to  the  top  of 
her  uterus.  This  tumour  sub- 
sequently disappeared.  She  is 
a  healthy  woman  now.  In 
a  child,  aged  2  years  and 
2  months,  there  was  consider- 
able peritoneal  thickening  in 
the  hj'pogastric  region  and  its 
neighbourhood,  and  the  left 
oyar}',  which  I  found  to  be  en- 
larged, was  attached  to  this. 
This  child  had  tuberculous 
glands  in  the  neck  and  an  en- 
larged spleen  also.  In  a  child, 
aged  2  J  years,  there  was  a  tuber- 
culous lump  inyolying  the  right 
lumbar,  iliac,  and  the  hypo- 
gastric regions.  The  left  oyary 
and  Fallopian  tube  were  healthy, 
but  tlio  mass  had  invaded  the 
tiibt'  and  ovary  on  the  corre- 
sponding side.  In  a  child,  aged 
14   months,    there    was   a    hard 
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lump  occupying-  the  umbilical,  and  hypogastric  regions,  and 
the  right  ovary  ^vas  connected  with  it.  In  a  girl,  aged  6 
years,  there  was  a  tuberculous  lump  in  the  right  inguinal, 
lumbar,  hypogastric,  and  umbilical  regions,  together  with 


Fig.  11.— Condition  of  the  abdomen  as  determined  by  palpation. 


Fig.  12. — Diagrammatic  condition  of  the  internal  female  genitalia 
as  determined  by  a  rectal  and  bimanual  examination. 

a  typical  omental  thickening.  The  uterus  was  normal. 
Passing  from  it  to  the  right  was  a  curly  tube,  the  size  of 
the  little  finger,  which  could  be  hooked  down,  when  an  oyal 
lump  was  felt,  which  was  undoubtedly  an  enlarged  oyary 
(Figs.  11  and  12).  The  left  Fallopian  tube  was  not  so  en- 
VOL.  III.  6 
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larged,  and  it  did  not  curl ;  its  corresponding  ovary  was  not 
enlarged.  In  a  girl^  aged  3  years,  tlie  abdomen  was  lumpish, 
and  this  lumpishness  extended  on  the  right  side  to  the  in- 
guinal region.  The  uterus  Avas  normal.  The  right  Fallopian 
tube  was  the  size  of  a  penholder,  and  it  could  be  traced 
into  a  thickened  and  hardened  mass,  which  Avas  possibly 
the  tube  and  ovary  combined,  and  the  Avhole  was  finally  lost 
in  the  abdominal  lumpishness  previously  mentioned. 

In    a    girl    of    14    months    old    there  was    lumpishness 


Fig.  13.  —Normal  pelvic  oi'gans  of  a  child  aged  2ird  years,  reduced 
one-fourth.  The  vagina  has  been  laid  open  from  behind,  and 
shows  the  os  nteri.  On  either  side  of  this  is  the  edge  of  the  falci- 
form ligament  with  its  uterine  attachment,  and  to  right  and  left 
of  the  falciform  ligament  the  lu-eters  are  seen  as  two  curly  tiibes. 
The  roiind  ligaments  are  depicted  in  front  of  the  Fallopian  tiibes, 
and  are  ill-develoi^ed. 

in  the  epigastric,  umbilical,  hy})ogastric,  left  iliac,  and 
lumbar  regions.  The  uterus  and  right  ovary  were 
enlarged.  The  left  ovary  and  tube  merged  into  the 
abdominal  lumpishiress. 

In  a  girl,  aged  1  year,  there  was  litmpishness  in  the 
umliilical,  lumbar,  iliac,  and  hypogastric  regions.  The 
right  Fallopian  tube  was  rounded  and  the  size  of  a  cedar 
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pencil;  it  ended  in  the  abdominal  lunipishness.  The 
corresponding  ovary  could  not  be  detected.  The  left 
Fallopian  tube  was  much  larger,  l)ut  not  quite  so  distinct 
as  that  on  the  other  side.  It  ended  in  a  smooth  lump,  the 
size  of  a  walnut  kernel,  which  was  probably  the  ovary. 
The  uterus  was  not  enlarged. 

I  have  had  no  experience,  clinical  or  pathological,  of 
primary  tuberculous  infection  of  the  uterus  and  the  adnexa 
in  children. 

Tubercle  of  the  choroid. — My  examinations  of  the  eyes  in 
these  cases  have  not  been  systematic  but  I  have  made  a 
considerable  number  of  negative  observations  and  in  three 
cases  I  found  tubercles  in  the  choroid.  One,  a  female  child, 
aged  4  years,  with  caseous  Fallopian  tubes  and  tuberculous 
brain  tumours,  previously  mentioned,  had  bright  tubercles 
at  the  yellow-spot  regions.  Another,  a  male  aged  2^  years, 
with  intestinal  ulceration  and  caseous  mesenteric  glands 
and  miliary  tuberculosis,  had  double  optic  papillitis  and 
a  large  tubercle  at  the  yelloAV-spot  region."^  A  third, 
aged  4i  years,  with  intestinal  ulceration,  caseous  mesen- 
teric glands,  tuberculous  j)eritonitis,  and  tuberculous 
meningitis,  had  double  optic  papillitis  and  a  choroidal 
tubercle  in  the  right  fundus  oculi. 

Tuhercidou.9  meningitis. — This  has  not  been  a  common 
complication,  in  my  exj^ei'ience,  but  two  of  the  fatal  cases 
developed  it.  In  one  of  the  cases  in  which  it  occurred 
the  abdomen  became  retracted. 

Unclassified. — Occasionally  acute  peritonitis  supervenes 
on  the  chronic  ;  this  happened  in  one  case  of  omental 
tuberculosis.  Protrusion  of  the  umbilicus  is  seen  in  some 
cases,  as  also  a  red  blush  or  pink  halo  round  it.  Faecal 
fistula  is  not  a  common  occurrence.  Enlarged  abdominal 
veins  are  the  rule,  and  occasionally  there  is  some  slight 
oedema  of  the  abdominal  walls. 

Diagnosis. — Xext  arises' the  question   of   diagnosis  and, 

*  Vide  '  Eeports  of  The  Society  for  the  Study  of  Disease  in  Children, 
vol.  i,  pi.  viii,  fig.  4,  article,  "  Tnbercnlosis  of  the  Choroid,"  by  George 
Carpenter,  M.D.,  and  Sydney  Stephenson,  CM. 
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before  all  things,  I  would  stroiiyly  urge  the  importance  of 
rectal  exploration  associated  with  bimanual  examination, 
either  with  or  without  an  ana?stlietic.  A  full  account  of 
the  method  will  be  found  in  '  Pediatrics/  ^  in  '  The  Scalpel/ 1 
and  in  '  The  British  Gyna?colog'ical  Journal.'  j  By  means 
of  an  examination  conducted  in  this  way  not  only  can  the 
whole  of  the  true  and  false  pelvis  be  explored  with  its 
contained  organs,  but  in  young  children,  from  birth  to  4 
or  5  years  of  age,  it  is  possible  to  examine  a  considerable 
area  of  the  al)dominal  cavity  outside  the  pelvis.  Not 
only  can  abdominal  lumps  and  tumours  generally  be  ex- 
plored with  greater  ease  by  such  an  examination,  but  it  is 
also  possible  to  detect  an  amount  of  peritoneal  thickening 
Avhich  would  escape  the  most  careful  aljdominal  examina- 
tion conducted  in  the  ordinary  Avay.  In  the  healthy 
abdomen,  the  finger  in  the  rectum  and  those  on  the 
abdominal  wall  should  be  separated  by  what  appears  to 
be  the  thickness  of  the  abdominal  Avail  merely,  but  AA'hen 
there  is  peritoneal  exudation  the  separation  of  the  examin- 
ino'  fino'ers  is  often  found  to  l)e  more  than  that ;  thus,  in 
the  same  case,  one  part  of  the  abdomen  may  be  found 
normal  and  another  appreciably  thickened.  Comparison 
here  comes  in  useful.  Before  such  an  examination  is 
undertaken  an  enema  shoukl  l)e  giA"en,  the  boAvel  cleared  of 
its  contents,  and  the  bladder  emptied ;  this  Avill  facilitate 
examination  and  preA'ent  errors  in  diagnosis.  Difficulties 
not  infrequently  occur  in  differentiating  tul)erculous  con- 
ditions from  other  abdominal  diseases.  Thus,  a  boy,  aged 
14  years^  Avas  suddenly  seized  Avitli  pain  in  the  abdo- 
men, seA'enteen  days  prcA'iously,  thought  to  he  due  to 
eatino-  a  holh'-berrA'.  For  seA'en  davs  and  nio'lits  he 
suffered  from  pain  and  vomiting,  and  on  the  third  day  he 
passed  a  "pint  of   dark    blood"  by  the   IioavcI,  and  blood 

*  "  On  tho  Value  of  Kectal  Exploration  as  an  Aid  to  Dia^-nosis  in 
Diseases  in  Children,"  by  George  Carpenter,  M.D.,  June  Ist,  1.S90,  pj). 
481  to  507. 

t  Jiily  and  Ai^gust,  189G. 

I  May,  189G. 
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appeared  in  his  stools  for  two  succeeding*  days.  He  had 
a  daily  evacuation  of  the  bowels,  until  within  two  days  of 
his  attendance  at  the  hospital.  He  was  losing-  flesh  very 
rapidly.  When  seen  he  was  pale,  emaciated  and  evidently 
ill.  The  abdomen  was  easily  manipulated.  About  two 
fingers'  breadth  above  the  umbilicus  a  resistent,  sausage- 
like tumour,  a  trifle  tender  on  pressure,  extended  trans- 
versely across  the  abdomen.  A  simple  soap  enema  was 
administered  and  this  brought  away  formed  fa?cal  masses, 
but  no  blood.  A  rectal  examination  revealed  nothing- 
abnormal.  His  organs  were  healthy.  For  a  fortnight  he 
passed  natural  motions,  and  was  for  the  most  part  free 
from  pain.  The  tumour  was  then  not  so  hard,  or  so  dis- 
tinctly rounded.  He  was  emaciating.  For  another  period 
of  fourteen  days  he  was  occasionally  sick,  and  abdominal 
pains  were  a  variable  feature.  His  bowels  acted  regularly 
after  enemata.  In  two  or  three  days  from  then  acute 
symptoms  supervened,  and  it  was  thought  necessary  to 
perform  laparotomy.  An  ileo-colic  intussusception  was 
found,  Avhich  was  reduced,  but  he  died  within  a  few  hours. 
Intussusception  was  siTspected  at  the  time  he  first  came 
under  notice,  but  this  Avas  negatived  on  the  following- 
grounds,  1,  the  emaciation  ;  2,  the  flaccidness  of  the 
abdomen  ;  3,  the  passage  of  formed  fences ;  4,  the  situa- 
tion of  the  tumour,  and  the  absence  in  it  of  contractions, 
which  were  carefully  sought.  The  suspicious  feature  of 
the  case  was  the  passage  of  such  a  quantity  of  blood  ; 
blood  in  the  stools  is  not  common  with  tuberculous  intes- 
tinal ulceration. 

A  girl,  aged  'Sh  years,  who  was  sufl^ering  from  whooping- 
cough  and  broncho-]meumt)nia,  made  satisfactory  progress 
in  regard  to  her  illness  during  a  period  of  three  weeks. 
Then  she  complained  of  abdominal  pain  ;  she  Avas  slightly 
sick  at  times,  and  retched  continually.  Her  legs  Avere 
draAvn  up,  and  her  face  Avas  pale.  She  had  not  passed  a 
motion  for  tAVO  days,  but  on  the  day  folloAving  the  attack 
she  had  a  slight  action  of  the  boAvels  attended  by  abdo- 
minal   pain.       An     al)dominal     examination     reA'ealed     a 
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collection  of  several  rounded  masses  in  the  abdomen, 
manipnlati<:)n  of  which  caused  a  little  pain.  The  abdomen 
was  perfectly  Haccid.  The  mass  was  chiefly  centred  round 
the  umbilical  region,  its  lower  limit  being-  the  last  lumbar 
vertebra  and  its  npjier  was  bounded  by  the  top  of  the 
und)ilical  region.  The  tumour  was  semi-elastic  and  gave 
the  impression  of  enlarged  mesenteric  glands.  She  suffered 
greatly  from  abdominal  pain  and  frequently  vomited, 
l)ut  passed  neither  l)lood  nor  mucus  by  the  bowel. 
The  tumour  was  free  from  intestinal  conti*actions.  She 
was  collapsed  and  lay  on  her  l)ack  Avith  her  legs  drawn- 
up.  After  a  rectal  examination  she  passed  a  loose  motion, 
associated  with  some  formed  material.  Abdominal  section 
was  performed.  She  had  an  intussusception  which  was 
limited  to  the  small  intestine.  She  died  half  an  hour 
after  the  opei*ation.  In  this  case  the  acuteness  of  the  on- 
set, the  sickness,  the  great  abdominal  pain,  and  the 
collapse  were  unlike  tuljerculous  peritonitis,  though  the 
physical  signs  were  in  favour  of  it.  Take  another  illus- 
tration. An  infant  boy,  aged  11  weeks,  Avas  sent  to 
me  Avith  the  folloAving  history.  Since  three  Aveeks  of  age 
he  had  not  passed  anything  solid  from  the  rectum,  only 
black  fluid  AAdiich  Avas  A^ery  oft'ensive,  and  there  had  been 
frequent  vomiting  of  Avhat  Avas  stated  to  be  fa?culent 
matter.  A  fortnight  l)efore  I  saAV  him  he  had  three  fits. 
He  Avas  a  pale-faced,  poorly-nourished,  Aveakly-looking 
infant,  Avith  a  distended  abdomen  over  Avhich  the  cutaneous 
veins  Avere  A'ery  pronounced.  Al)dominal  pal^aation  did 
not  afford  any  information,  so  I  made  a  rectal  exploration. 
Situated  in  the  right  inguinal,  hyjiogastric,  and  umbilical 
regions  Avas  a  freely-moA'able,  smooth,  oval  tumour,  from 
3  to  4  inches  long  and  from  Ih  to  2  inches  broad,  and 
roughly  estimated  about  the  size  of  a  kidney,  indeed 
thei'c  Avas  some  sus})icion  as  to  the  presence  of  a  hilum, 
though  I  could  not  be  certain  al)out  that.  The  kidneys 
could  be  felt  in  llicir  normal  jiositions.  A  sense  of  fluctua- 
tion in  tlu'  tumour  could  not  l)e  a])})reciated,  Avith  al)solute 
certaintv.      Several  enlarged  glands,  A-arving  in  size  from 
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a  pea  to  an  almond,  were  felt  about  it,  and  one  was 
behind  it.  Attached  to  it  Avere  some  small  nodules.  To 
the  right  of  the  tumour  the  intestines  felt  contracted  and 
empty,  rather  than  infiltrated  with  inflammatory  material. 
Was  it  a  tuberculous  abscess  ?  The  enlarged  glands  were 
certainly  suspicious.  An  abdominal  section  was  performed, 
and  the  tumour  was  found  to  be  a  mesenteric  cyst  firmh' 
attached  to  the  intestine.  Two  ounces  of  fluid  were  with- 
drawn from  it,  which  contained  white  and  red  blood- 
corpuscles  and  yjth  of  albumen.  Seyeral  supposed  tuber- 
culous glands  were  also  found  in  the  mesentery  at  the 
time  of  operation  ;  but  the  child  died  and  on  post-mortem 
examination  the  glands  were  found  not  to  be  tuberculous. 
Here  is  another  interesting  case.  A  boy  2  years  old, 
who  was  brought  to  the  Eyelina  Hospital  for  whooping- 
cough,  Vv^as  found  to  haye  broncho-pneumonia  and  an 
abdominal  tumour.  A  combined  rectal  and  bimanual 
examination  led  me  to  form  the  opinion  that  the  abdominal 
tumour  was  a  horse-shoe  kidney,  and  the  child  was 
admitted  into  the  wards  with  that  diagnosis.  There,  those 
in  charge  were  equally  positiye  it  was  a  case  of  tuberculous 
peritonitis.  The  child  subsequently  died,  and  the  original 
diagnosis  was  then  proyed  to  be  correct.  Abdominal 
malignant  disease  oifers  considerable  difficulties  to  diagno- 
sis. In  malignant  disease  there  is  the  same  rolling-up  of 
the  omentum,  when  this  part  is  attacked,  and  tumours, 
similar  to  the  touch  to  those  met  with  in  abdominal  tuber- 
culosis, may  be  felt  throue-h  the  abdominal  walls.  A  s'irl, 
34-  years  old,  had  been  ailing  for  three  months,  and  three 
weeks  before  she  was  examined  her  abdomen  began  to 
swell.  On  examination  it  was  enlarged,  measured  21 
inches  at  the  umbilicus,  and  was  dull  in  the  flanks.  This 
dulness  did  not  shift  on  change  of  posture.  Large  blue 
yeins  coursed  oyer  its  parietes,  which  were  flaccid.  Lumps 
were  detected  chiefly  on  the  right  side,  and  here  there  was 
a  rounded  and  nodular  mass  {vide  Fig.  14)  which  was 
situated  in  the  right  inguinal  region.  In  the  right  nipple 
line,  some  little    distance    below   the   costal    margin,  was 
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another  rounded  mass.  These  rounded  tumours  were 
united  by  ill-defined  thickening.  In  the  left  iliac  fossa 
there  was  a  tumour  the  size  of  a  walnut,  Avhicli  was  thought 
to  be  the  ovary.  Behind,  l-  an  inch  below  the  r2th 
rib  on  either  side,  could  be  felt  smooth  rounded  masses, 
which  were  considered  to  be  the  *lower  ends  of  the 
kidneys.  Her  feet  and  legs  were  oedematous ;  the  urine 
was  normal.  She  was  under  treatment  for  62  days, 
and  finally  died  of  exhaustion.  At  the  necropsy  a  tumour 
was  detected  as  described  arising  from  the  right  iliac 
fossa.      The  intestines  were  turned  aside.     The  low^er  mass 


Fig.  l-i. 


was  found  to  involve  the  cajcuni ;  it  formed  a  distinct 
tumour  there,  and  at  the  same  time  diifused  into  the  ad- 
joining mesentery.  It  bound  down  several  coils  of  intes- 
tine, and  one  especially  thick  deposit  passed  towards  the 
rectiTm.  The  upper  swelling  was  a  round,  well-defined 
growth  of  the  size  of  a  small  orange,  situated  in  the 
mesentery  adjoining  the  intestinal  growth.  The  left  ovary 
was  re]ilaced  by  new  growth.  A  new  growth,  the  size  of 
a  broad  beau,  was  found  in  tlie  wall  of  tlu^  right  ventricle. 
The  tumours  were  small-round-celled  sarcomata.  Retro- 
peritoneal sarcomata  may  also  occasion  difiiculties  and  I 
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recently  published  in  the  '  Reports  '  a  case  of  sarcoma  * 
with  implication  of  the  mesenteric  glands,  which  could 
hot  be  disting'uished  clinically  from  tuberculous  peritonitis, 
save  that  it  did  not  react  to  tuberculin.  Further 
vaginal  polypi  (sarcomata),  of  which  there  are  some  few 
cases  on  record,  with  secondary  implicatit)n  of  the  pelvic 
organs  and  their  neighbourhood  must  be  borne  in  mind. 

There  are  cases  of  simple  effusion  into  the  peritoneum 
no  doubt,  allied  to  the  similar  conditions  which  occur  in 
the  pleural  cavities,  though  I  cannot  call  to  mind,  in  a  very 
large  acquaintance  with  simple  pleural  effusions,  an  instance 
of  ascites  which  was  associated  with  pleural  effusion.  I 
have  seen  purulent  peritonitis,  associated  with  empyema, 
which  was  non-tuberculous  and  also  simple  purulent  inflam- 
mation of  the  peritoneum  apart  from  empyema  of  which 
the  following  case  is  an  example. 

A  male  infant,  aged  11  months,  attended  the  Evelina 
Hospital  with  the  following  history.  He  had  suffered  for 
14  days  from  severe  abdominal  pains  accompanied  by 
nausea  and  vomiting,  and  he  had  lost  flesh.  There  was 
a  remote  history  of  consumption  on  the  maternal  side. 
When  seen  he  was  pale,  Imt  fairly  nourished.  The  abdo- 
men was  distended  and  prominent.  Around  the  umbilicus 
was  a  well-marked  local  pi%)jection,  which  was  reddened, 
tender  to  the  touch,  and  considerably  indurated.  There 
was  dulness  in  the  umbilical,  left  inguinal,  lumbar,  and 
hypochondriac  regions,  but  no  fluid  thrill  could  be  obtained. 
The  following  week  there  was  no  material  change,  though 
if  anything  the  abdomen  was  not  quite  so  swollen. 

About  a  fortnight  later  pus  appeared  at  the  navel,  and 
he  then  developed  a  fiecal  fistula,  large  loose  yellow 
motions,  mixed  with  pus,  passing  from  it.  He  subsequently 
died.  On  opening  the  abdomen  a  large  abscess  cavity  was 
seen,  mostly  situated  to  the  left  of  the  umbilicus,  .and 
stretching  across  the  middle  line  to  the  right  iliac  fossa. 

*  "A  Case  of  Siipra-renal  Sarcoma,"  by  George  Carpenter, M.D.,  vol. ii, 
pp.  69 — 73. 
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Beneath  this  lay  many  coils  of  intestine,  which  were  not 
matted  together.      On  slitting-up  The  intestines,  the  mucous 


Z^/lcc/'tx  al'lTtif    til  )!■>  our   '->•■<   'A 
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Fig  15. — Condition  of  the  internal  female  genitalia  in  a  child  22  months 
old,  as  determined  by  a  rectal  and  bimanual  examination. 

memlirane  immediately  surrtjundiiiH-  a  perfc>ration  Avhich  led 
into  the  abscess  cavity  from  the  upper  part   of  the  ileum 


Fig.  1(5. — Drawing  of  the  ovarian  tniiiDnr  anil  dilated  Fallojiian  tube 
from  a  child  22  nmnths  old,  as  it  appeared  after  removal. 


was  found  t(.)  he  i)erfect]y  licaltliy.      Tlie  abscess  evidently 
opened  into  the  boAvel.      'I'lie  organs  were  healtliy. 

I  have    also  notes  of  a    case  of    non-tuberculous    peri- 
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tonitis  in  a  boy,  aged  7  years,  who  after  many  months  of 
ilhiess,  associated  mth  abdominal  abscesses  which  cropped- 
up  in  various  situations,  finally  made  a  good  recovery  and 
has  now  reached  a  healthy  adolescence. 

There  are  other  abdominal  conditions  which  may  occa- 
sionally give  rise  to  a  mistaken  diagnosis.  In  young  chil- 
dren the  urachus  and  obliterated  umbilical  vein  may  be  felt 
through  the  abdominal  wall  as  indurated  cords — a  know- 
ledge of  this  will  prevent  error.  Ovarian  tumours,  cystic, 
malignant,  and  dermoids  may  also  prove  puzzling,  and 
rectal  exploration  should  here  prove  of  value.  I  have  dia- 
gnosed an  ovarian  cyst  with  tubal  implication  in  a  child  22 
months  old,  and  this  was  verified  l)y  a  surgical  operation, 
{vide  Figs.  15  and  16). 

The  full  abdomen  seen  in  infants  and  young  children 
suffering  from  gastro-intestinal  catarrh  may,  on  inspection, 
suggest  the  idea  of  tuberculous  peritonitis,  but  a  rectal 
exploration  should  here  render  valuable  assistance  and 
prevent  any  error  in  diagnosis.  Appendicitis,  which  is 
comparatively  infrequent  in  children,  has  but  to  be  borne 
in  mind  to  prevent  mistakes  ;  and  abdominal  hydatids,  of 
which  I  have  seen  several  examples  in  children,  may  occa- 
sion difficulties,  but  the  use  of  the  exploring  needle  should 
prevent  any  confusion  in  that  direction. 

{Bead  ((t  the  Special  Meeting  for  the  discussion  of 
Tuhercnhms  Peritonitis,  December  the  V2tli,  J 902.) 


17.    TUBERCULOUS    PEEITONITIS :    SYMPTOMS   AND 
DIAGNOSIS. 

By   J.    POETEE    PAEKINSON,   M.D. 

I  WISH  to  limit  myself  to-day  to  one  or  two  practical 
remarks  with  regard  to  the  symptoms  and  diagnosis  of  this 
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disease.  On  looking  over  the  notes  of  some  22  cases 
from  the  wavds  of  the  North-Eastern  Hospital  for 
Children  and  the  London  Temperance  Hospital  which  have 
occurred  during  the  past  yeai-,  I  was  struck  with  the  some- 
what rapid  onset,  and  the  absence  of  previous  abdominal 
symptoms.  The  average  history  of  19  cases  only 
extended  over  8i  weeks,  Avhile  in  two  cases  the 
patient  had  been  ill  for  5  months  and  in  the  other 
for  a  year.  This  is  interesting,  if  compared  with  the 
usual  lengthy  history  of  the  majority  of  cases  of  tuljer- 
culosis  of  the  lungs. 

Again,  all  the  cases  appeared  to  he  suft'ering  from  the 
symptoms  of  peritonitis  for  the  first  time,  except  in  one 
case  where  more  or  less  trouble  had  existed  for  a  year 
previously. 

A  sign  which  I  have  not  seen  previously  noted  was 
the  occasional  presence  of  enlarged  veins  over  the  upper 
zone  of  the  abdomen,  above  the  level  of  the  umbilicus, 
suggesting  some  interference  with  the  portal  circulation. 
This  local  venous  enlargement  was  certainly  present  in 
three  of  the  cases  as  shown  by  the  notes,  and  probably 
existed  in  others  but  has  not  been  recorded.  In  all  the 
cases  in  which  this  condition  was  noted  there  were  to  be 
felt  nodular  masses  in  the  abdomen,  and  in  two  of  them 
there  was  evidence  of  much  shrinking  and  matting  of  the 
omentum  and  mesentery,  which  owing  to  its  obstructive 
effect  on  the  radicles  of  the  ])()i'tal  vein,  chiefly  perhaps 
the  tributaries  of  the  superior  mesenteric  vein,  caused  dila- 
tation of  the  same  vessels  as  is  produced  by  obstruction  of 
the  portal  vessels  in  the  liver.  A  case  of  tuberculous  peri- 
tonitis, read  by  Mr.  Raymond  Johnson  lu'forc^  tlu>  Clinical 
Society  in  1898,  in  which  there  was  thrombosis  of  the 
su])erior  mesenteric  vein  supports  this  view. 

Anotlier  point  I  should  like  to  mention  is  the  detection 
of  small  amounts  of  fluid  in  tlie  peritoneal  cavity.  If  this 
fluid  is  free  and  not  lociilated  by  adhesions,  ii  may  be 
easily  recognised  by  placing  the  patient  on  his  knees  and 
ell)ows,    so  that    the    front    of    the    abdomen    is    the   most 
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dependent  part  and  will  give  a  dull  note  on  percussion. 
This  simple  method  is  mentioned  by  Osler^  but  seems  to 
be  very  rarely  practised,  as  no  house-physician  I  have  vet 
met  has  seen  it  done.  But,  it  is  evident  that  much  smaller 
amounts  of  free  fluid  can  be  detected  by  its  means  than 
by  any  other. 

Finall}^,  I  should  like  to  mention  a  disease  which  though 
rare  may  exactly  resemble  tuberculous  peritonitis  in  its 
symptoms,  and  may  make  a  positive  diagnosis  impossible, 
at  least  before  laparotomy  has  been  performed.  I  allude 
to  colloid  cancer  of  the  peritoneum,  of  which  I  have  at 
present  an  example  under  my  care  at  the  London  Tem- 
perance Hospital.  The  patient,  a  girl  aged  12  years,  had 
been  noticed  to  be  ill  for  two  weeks,  suffering  from  abdo- 
minal distension  and  diarrhoea. 

There  was  no  vomiting  and  the  tongue  was  clean. 

On  admission  the  abdomen  was  exceedingly  distended 
with  fluid,  of  which  8  pints  were  removed  by  tapping; 
this  was  straw-coloured,  of  specific  gravity  1015.  On  boil- 
ing it  completely  solidified,  and  under  the  microscope  there 
was  a  deposit  of  epithelioid-looking  cells  which  showed 
numerous  clear  vacuoles  in  the  protoplasm.  After  tapping, 
irregular  masses  were  felt  in  the  abdomen  chiefly  to  the 
right  and  left  of  the  umbilicus,  and  the  spleen  could  be  felt. 

The  child  was  anaemic  and  thin  but  not  emaciated. 
The  chest  was  normal,  except  that  the  hearths  apex  was  in 
the  3rd  intercostal  space,  pressed-up  by  the  effusion. 

The  temperature  was  normal.  The  urine  was  concen- 
trated and  contained  a  slight  trace  of  albumen. 

As  the  fluid  quickly  reaccumulated  Sir  W.  Collins  kindly 
opened  the  abdomen  to  remove  the  fluid  and  if  possible  efl^ect 
a  cure,  as  the  diagnosis  was  made  of  tuberculous  peritonitis. 

At  the  operation  it  was  noticed  that  there  were  numerous 
nodular,  greyish-white  masses  scattered  all  over  the  peri- 
toneum, but  they  were  translucent  and  somewhat  unlike 
masses  of  tubercle. 

One  mass  was  removed  for  microscopical  examination 
and  showed  typical  colloid  cancer. 
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With  regard  to  tlie  ages  of  the  22  patients  I  have 
alluded  to,  14  were  under  the  age  of  4  years  while  the 
other  8  were  aged  from  4  to  12  years.  Seven  cases,  or 
^rd  of  the  whole,  were  betAveen  3  and  4  years  of  age. 

{Read  at  the  Special  Meeting  for  the  discussion  of 
Tuherculous  Peritonitis,  December  the  12th,  1902.) 


18.  TUBEECULOUS  PEEITONITIS :    PATHOLOGY  AND 
MORBID  ANATOMY. 

By   THEODORE    FISHER,   M.D. 

The  main  features  of  tuberculous  peritonitis  are  too 
well-known  to  need  recapitulation,  Init  having,  through 
the  kindness  of  Dr.  Lauriston  Shaw  and  Dr.  Lazarus 
Barlow,  been  able  to  examine  some  of  the  post-mortem 
records  of  the  hospitals  witli  which  they  are  connected, 
and  having  looked  through  also  the  records  which  ai-e 
under  my  own  care,  I  have  been  furnished  with  a  few  facts, 
which  alth()uo-h  thev  do  not  reveal  anvthing  new  may  be 
worthy  of  bringing  briefly  before  your  notice. 

Before,  however,  referring  to  the  leading  featui-es  of 
the  morbid  anatomy  of  tuberculous  ])eritonitis  a  brief 
comment  nuxy,  I  trust,  be  not  out  of  place  upon  the 
etiology.  At  one  time  my  experience  led  me  to  l:)elieve, 
with  some  of  the  American  observers,  that  jirimary 
abdominal  tuberculosis  is  extremely  rare.  Up  till  about 
three  years  ago,  I  had  only  met  with  one  case  of  tubercu- 
losis in  a  child  where  the  l)i-oucliial  glands  were  entirely 
free  from  disease,  and  it  may  be  renuirked,  in  passing, 
that  unless  the  bronchial  glands  lying  hidden  within  the 
luns's  are  examined  a  caseous  focus  in  that  situation  mav  be 
overlooked,  'i'liere  is  not  the  least  doubt  in  my  mind 
that    abdoiiiiiial    tuberculosis   can    owe    its    existence  to   a 
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small  tuberculous  focus  witliin  the  thorax.  For  example, 
I  have  seen  acute  tuberculosis  limited  to  the  peritoneum 
complicating  a  fatal  case  of  rheumatic  pericarditis,  where 
the  only  caseous  focus  in  the  l)ody  Avas  in  a  bronchial 
g-land.  The  pericarditis,  which  was  without  doubt 
rheumatic  in  nature,  had  no  doubt  disturbed  the  circula- 
tion through  the  bronchial  and  mediastinal  glands  and 
caused  dissemination  of  tul)ercle  bacilli,  which  in  this  case 
attacked  for  some  reason  the  peritoneum  only.  Again,  in 
diphtheria  I  have  seen  numerous  recent  tubercles  in  the 
spleen  and  liver,  but  in  no  other  organ  of  the  body,  the 
soui'ce  of  infection  being  there  also  a  single  caseous  focus 
in  a  bronchial  gland.  Such  cases  as  these  show  that 
abdominal  tuberculosis  may  arise  from  a  tuberculous  focus 
outside  the  abdomen.  While,  however,  I  believe  this  to 
be  true,  I  also  now  cannot  doubt  that  primary  aljdominal 
tuberculosis  occasionally,  ])erhaps  not  very  infrequently 
occurs,  since  I  have  met  with  at  least  three  cases  in  which 
no  disease  in  the  lungs  or  l;)ronchial  glands  could  be 
found. 

Most  of  the  following  remarks  are  based  ujion  the 
examination  of  records  of  80  cases  of  tuberculous  peri- 
tonitis, 30  being  from  Gruy's  Hospital,  20  from  the  West- 
minster Hospital,  and  30  from  the  Bristol  Royal  Infirmary. 
It  may  be  added  that  all  cases  were  excluded  from  the 
list  in  which  the  peritonitis  appeared  to  have  been  merely 
a  complication  of  marked  tuberculous  disease  elsewhere, 
such  as  of  the  lungs,  bones  or  joints. 

Tuberculous  peritonitis  is  commonly  classified  under  the 
types  of  the  ascitic,  the  fibrous,  and  the  ulcerous.  The 
fibrous  form  is  sometimes  divided  into  the  dry  and  the 
adhesive  varieties,  but  the  adhesive  is  so  much  the  more 
common  that  the  name  adhesive  may  almost  be  considered 
synonymous  with  the  word  fibrous.  In  i-eality  also  the 
so-called  ulcerous  is  only  a  variety  of  the  fibrous,  and 
perhaps  another  variety  of  fibrous  form  might  be  added 
and  called  the  cystic. 

Of  these  different  forms   of   tuberculous   peritonitis  the 
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variety  most  commonly  met  with  is  the  fibrous.  Fluid 
may  have  been  present,  perha}is  in  considerable  quantity, 
at  some  time  durino-  life,  but  at  the  time  of  death 
general  adhesions  only  are  met  with.  Tlius,  of  the  80 
cases  examined  48  showed  general  adhesions,  whereas, 
in  8  only  was  the  quantity  of  fluid  present  sufficient  in 
amount  to  warrant  the  name  ascitic  being  applied  to  the 
condition.  In  passing,  it  may  be  mentioned  that  while  in 
the  great  majority  of  cases  there  are  wide-spread  adhesions 
which  are  fibrous  and  evidently  of  long  standing,  more 
recent  adhesions  of  only  partially  organised  exudations 
may  l)e  present,  and  occasionally  the  adhesions  through- 
out the  abdomen  are  of  this  character.  The  adhesions, 
however,  whether  fibrous  or  of  less  organised  character 
are  always  intermingled  with  evidences  of  their  tuber- 
culous origin.  These  may  be  nothing  more  than  scattered 
fibroid  or  caseous  tubercles  that  generally  stud  the  folds 
of  peritoneum  more  thickly  than  the  surface  of  the  intes- 
tines, but  as  commonly  there  are  caseous  plaques,  or  caseous 
masses  of  various  shapes  and  sizes,  chiefl}'  hidden  away 
amongst  the  adhesions.  It  is  suppuration  in  these  caseous 
masses  which  has  given  the  name  to  the  so-called  ulcerous 
form,  since  the  masses  when  suppurating  commonly  open 
at  more  than  one  ])oint  into  the  intestines.  Perforations 
of  this  character  were  present  in  eight  cases,  that  is  in 
10  per  cent,  of  the  number  examined.  With  these  cases 
we  niav  classify  those  in  wliich  perforation  occurred  from 
within  the  intestine,  that  is  through  the  base  of  a  tuber- 
culous ulcer.  There  were  5  cases  in  which  perforation 
had  thus  occui-red. 

While  caseous  masses  are  common  in  tuberculous  ]ieri- 
tonitis,  it  is  somewhat  interesting  to  note  that  very  definite 
thicki'iiiiiu-  of  the  great  omentiiiii  ])roved  to  l)e  com- 
])aratively  rare.  It  is  mentioned  as  being  markedly 
thickened  only  seven  times,  and  as  having  formed  a  tumour 
onlv  twice.  In  my  <iwii  notes  more  than  once  I  have 
commented  u])on  the  absence  of  n)arked  thickening  in  the 
great    omentum,   and    other   pathologists    who    wrote    the 
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records  which  I  examined  have  done  the  same.  While, 
however,  the  great  omentum  need  not  be  thickened,  the 
presence  of  thickening  may  possibly  sometimes  be  over- 
looked. The  great  omentum  although  thickened  may  be 
firmly  adherent  to  the  abdominal  wall  and  be  cut  throiigh 
and  strip])ed  off  the  intestine  in  opening  the  abdomen. 

It  has  been  mentioned  that  we  might  speak  of  a  cystic 
or  a  fibro-cystic  form  of  tuberculous  peritonitis.  In  these 
80  records  of  cases,  however,  this  variety  does  not  appear 
to  have  been  very  common.  In  five  instances  only  were 
well-marked  localised  collections  of  fluid  present.  In  two 
the  fluid  Avas  ])urulent,  in  two  serous,  and  in  one  fa^culent. 
In  two  instances  the  collection  of  fluid  had  found  an  exit 
at  the  umbilicus. 

Perforation  of  the  intestine  by  tuberculous  iilcers  has 
already  been  referred  to,  but  it  may  also  be  of  vahie  to 
note  the  frequency  with  which  ulcers  were  present  in  these 
80  cases  of  tuberculous  peritonitis.  It  is  definitely  stated 
that  they  were  absent  in  30  cases,  and  that  they  were 
present  in  almost  the  same  number,  that  is  in  29.  In 
the  remaining  21  their  presence  or  absence  is  not  recorded, 
but  when  one  considers  how  firmly  adherent  the  intestines 
are  to  one  another  in  many  cases  of  tuberculous  peritonitis, 
and  the  difiiculty  of  exposing  the  lumen  of  the  intestines 
which  results  from  the  adhesion,  this  omission  is  not  sur- 
prising. Judging  from  the  cases  in  which  ulceration  is 
mentioned,  we  may  say  that  it  was  probably  present  in 
about  half  of  the  number.  It  may  be  mentioned,  however, 
that  the  ulceration  was  by  no  means  always  extensive. 
In  three  cases  only  a  single  ulcer  was  present,  and  in  other 
instances  it  is  mentioned  that  the  ulcers  showed  signs  of 
healing.  In  one  case  an  ulcer  is  said  to  have  completely 
healed. 

Another  important  question,  perhaps  from  the  point  of 
view  of  prognosis,  is  the  frequency  of  pulmonary  lesions, 
and  here  it  is  necessary  to  remember  that  I  included  only 
those  cases  in  which,  so  far  as  I  was  able  to  judge  from 
the  brief   clinical    abstracts  which    accompanied    the  post- 
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mortem  records,  the  disease  during  life  had  been  considered 
to  be  abdominal.  In  17  cases  the  lungs  appear  to  have 
been  (juite  free  from  disease,  and  in  7  other  cases  the 
disease  was  limited  to  the  pleuras,  the  lungs  themselves 
being  healthy.  In  21  the  disease  present  was  of  recent 
date,  and  in  most  instances  took  the  form  of  scattered 
tubercles.  In  the  remaining  35  cases,  that  is  in  rather 
less  than  half,  there  Avere  older  lesions,  such  as  cavities, 
which  were  generally  small,  or  localised  fibro-caseous 
disease  was  present. 

Since  intestinal  ulceration  is  so  commonly  ]n'esent  in 
cases  dying  of  tuberculous  lung  disease,  I  thought  it  would 
be  interesting  to  see  whether  in  these  cases  intestinal 
ulceration  appeared  to  be  dependent  upon  old  pulmonary 
lesions,  that  is  to  say  whether  it  could  have  been  set  up 
by  the  swallowing  of  infected  sputum.  I  cannot  say, 
however,  that  any  connection  between  the  two  was  very 
evident.  In  13  cases  of  intestinal  ulceration  the  disease 
of  the  lungs  was  of  some  standing,  but  in  9  cases  the  lungs 
appeared  to  have  been  perfectly  healthy,  and  in  7  the 
disease  was  quite  recent. 

A  brief  reference  may  be  made  to  the  female  genera- 
tive organs.  In  the  Guy's  Hospital  records  only,  perhaps, 
was  there  evidence  that  they  had  been  systematically 
examined.  Fourteen  of  the  Guy's  Hospital  cases  were  in 
females  and  of  these  14  there  was  tuberculous  disease 
of  the  Fallopian  tubes  in  5 ;  but  two  of  these  cases 
occurred  under  the  age  of  1  year  and  one  under  2  years, 
anotlier  occurred  at  the  age  of  9,  and  the  fifth  only  was 
in  an  adult  aged  28  years.  In  the  AVestminster  Hospital 
records  similar  disease  of  the  Fallopian  tubes  is  mentioned 
in  a  woman  aged  25,  and  in  another  aged  40,  and  in  the 
Bristol  Royal  Infirmary  records,  one  occurred  in  a  girl 
aged  19,  and  another  in  a  Avoman  aged  23.  Disease  of 
the  Fallopian  tubes  is  ]")robably  more  common  than  these 
records  sliow,  l)iit  sinco  tiibt'rculiius  ])eritonitis  is  as  conmion 
in  the  male  as  in  the  female  sex,  it  seems  improbable  that 
the  female  generative  organs  are  often  the  starting  point 
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of  the  disease.  These  80  cases  were  about  equally  divided 
between  the  two  sexes,  41  were  in  females,  39  in  males. 

The  period  of  life  in  which  the  disease  was  most  common 
was  the  first  five  years.  Twenty-two,  more  than  a  quarter 
of  the  number,  occurred  at  that  early  period ;  but  this 
probably  does  not  represent  the  comparative  frequency  of 
the  disease  in  very  early  life,  since  these  statistics  were 
taken  from  general  hospitals  where  the  percentage  of  young 
children  is  not  large.  Thirty-two  cases  occurred  between 
the  ages  of  5  and  20  making,  with  the  cases  which  occurred 
before  the  age  of  5,  54  cases  in  the  first  20  years,  that 
is  to  say  about  two-thirds  of  the  cases  were  in  the  first 
two  decades  of  life.  Cases  occurred,  however,  at  almost 
any  age  the  oldest  being  67. 

In  conclusion,  it  may  be  said  that  the  estimation  of  the 
frequency  of  permanent  recovery  in  tuberculous  peritonitis 
appears  to  be  a  difficult  task  in  the  post-mortem  room. 
Adhesions  evidently  of  tuberculous  origin  are  sometimes 
met  with  in  patients  who  have  died  of  some  non-tuber- 
culous disease,  but  they  are  generally  localised  to  a  very 
small  area  of  the  abdomen.  If,  howevei',  one  can  argue 
from  comparison  with  the  pleura  one  may  say  there  is  no 
reason  why  recovery  should  not  be  complete  and  lasting. 
In  my  own  experience,  in  about  90  per  cent,  of  cases  of 
general  fibroid  adhesion  of  the  pleura  found  in  patients 
dying  of  various  diseases  after  middle  life  there  has  been 
distinct  evidence  that  the  pleurisy  which  gave  rise  to  the 
adhesions  had  been  tuberculous. 

{Read  at  the  Special  fleeting  for  the  discussion  of  Tuher- 
culous  Peritonitis,  Deceraher  the  12th,  1902). 
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19.  TUBERCULOUS   PEEITONITIS :    PATHOLOGY  AND 
MOEBID   ANATOMY. 

By   WAYLAND   C.   CHAFFEY,    M.D. 

The  tables  appended  are  compiled  from  abstracts  of 
records  which  formed  the  basis  of  a  thesis  for  the  degree 
of  M.D.  of  London  University  in  1889,  together  with  an 
appendix  of  further  work  on  the  same  lines,  and  published 
in  1890.  At  that  time  they  interested  me  chiefly  on 
account  of  certain  views  as  to  the  causation  of  tuberculosis. 
I  now  have  recourse  to  the  same  series  of  cases  for  the 
purpose  of  demonstrating  the  relationship  of  tubercle  of 
the  peritoneu.m  to  other  lesions  of  a  tuberculous  nature, 
and  I  hope  that  some  at  least  of  the  conclusions  to  be 
drawn  therefrom  may  prove  of  interest. 

Examples  of  some  of  the  conclusions  which  njay  be 
be  drawn,  after  perusing  the  foregoing  tables. 

That  peritoneal  tubercle  was  present  in  28  per  cent,  of 
the  118  cases  of  tu.berculosis  examined  post-mortem. 

That  peritoneal  tubercle  without  ulcers  of  the  bowel 
amounted  to  10  per  cent,  of  all  cases,  or  27  per  cent,  of 
tubercle  of  the  peritoneum. 

The  chronic  tubercle  without  ulcers  of  the  ])()wel 
amounted  to  7^  per  cent,  of  all  cases,  or  20  per  cent,  of 
tubercle  of  the  peritoneum. 

That  recent  tubercle  without  ulcers  of  the  bowel 
amounted  to  2|  per  cent,  of  all  cases,  or  7  j)er  cent,  of 
tubercle  of  the  peritoneum. 

That  peritoneal  tubercle  without  ulcers  amounted  to  28 
per  cent,  of  all  cases,  or  73  per  cent,  of  cases  in  which 
tubercle  was  found  in  the  peritoneum,  viz.  29  per  cent, 
of  cases  in  which  chronic  tubercle  was  found  in  the 
peritoneum,  and  14  per  cent,  of  cases  in  which  recent 
tubercle  was  found. 

That    tlio    mesenteric    u'lands   were  diseased  in  all    tlie 
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cases  of  tuberculous  ulceration  of  the  bowels,  and  42 
per  cent,  of  the  cases  of  tubercle  of  the  peritoneum 
occurred  without  ulcers  of  the  bowels. 

That  the  mesenteric  glands  were  diseased  and  tuber- 
culous in  50  per  cent,  of  all  cases  of  tuberculosis.  In  one 
case  only  were  they  the  sole  seat  of  tuberculosis.  In  80 
per  cent,  of  alb  cases  the  oldest  lesion  appeared  to  be  in 
the  bronchial  glands,  whilst  in  20  per  cent,  the  abdominal 
lesions  appeared  to  be  older  than  elsewhere. 

Further  it  will  be  found — 

That  peritoneal  adhesions,  more  or  less  extensive,  Avere 
present  in  58  per  cent,  of  the  cases  of  peritoneal  tubercle. 

That  the  lungs  were  tuberculous  in  all  the  cases  of  recent 
tubercle  of  the  peritoneum,  and  in  77  per  cent,  of  the  cases 
of  chronic  tubercle  of  the  peritoneum. 

In  one  case  of  peritoneal  tubercle  no  other  tuberculous 
lesion  was  discovered,  except  in  the  bronchial  glands. 

It  is  necessary  to  remember  that  these  relations  can  only 
be  held  to  subsist  post-mortem,  the  conditions  of  organs 
being  different  in  cases  not  far  advanced  towards  a  fatal 
termination.  This  difference  may,  in  some  cases,  be  one  of 
degree  rather  than  of  extent. 

Whilst  engaged  in  the  work  of  determining  the  inci- 
dence of  tuberculous  ulceration  of  the  intestines,  I  was  met 
with  the  difficulty  of  deciding,  in  some  few  instances,  what 
was  and  what  was  not  fairly  to  be  included  in  this  category 
and  I  elected  to  classify  as  tuberculous  only  such  ulcers  as 
presented  definite  tubercles  to  the  naked  eye.  It  is, 
probably,  by  the  exclusion  of  such  other  cases  of  doubtful 
nature  that  my  statistics  present  somewhat  lower  figures  in 
this  connection  than  those  given  by  my  old  friend  and  former 
chief.  Dr.  Asliby,  and  by  others  who  have  made  valuable 
contributions  to  the  literature  of  the  subject. 

{Read  at  the  Sj^^cial  Meeting  for  the  discussion  of  Tuber- 
cnlous  Peritonitis,  December  the  V2th,  1902.) 
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20.  TUBEECULOUS  PERITONITIS:    PATHOLOGY  AND 
MOEBID   ANATOMY. 

By  GEOECIE    CAEPENTEE,  M.D. 

Of  60  cases  of  abdominal  tuberculosis  wliicli  were 
examined  by  me  in  tlie  post-mortem  room  of  the  Evelina 
Hospital  for  children  32  occurred  in  males  and  28  in 
females.  '^Pheir  ages  were  as  follows.  During  the  first  six 
months  of  life  1  case  ;  second  six  months,  2  cases  ;  at  12 
months  6  cases ;  18  months  1  case ;  2  years  10  cases  ;  3 
years  10  cases  ;  4  years  7  cases ;  5  years  5  cases ;  6  years 
3  cases  ;  7  years  2  cases  ;  8  years  5  cases  ;  9  years  2  cases  ; 
10  years  2  cases;  11  years  1  case;  12  years  1  case;  and 
in  two  instances  the  ages  of  the  children  were  not  recorded. 
Total  60  cases. 

Of  the  al)Ove  numV)er  2-"')  children  came  under  treatment 
for  abdominal  sym])toms  and  I  propose  to  deal  Avith  them 
first. 

An  analysis  of  these  25  fatal  cases  shows  that  no  less 
than  17  of  them  had  obvious  enlarged  and  caseating  mesen- 
teric glands.  In  one  instance  these  glands  were  eidarged 
and  of  stony  hardness,  in  another  they  were  enlarged  and 
fibrous.  In  12  cases  these  enlarged  and  tul)ercu]ous  mesen- 
teric glands  were  associated  with  intestinal  ulceration ;  but 
in  5  there  was  no  ulceration,  and  in  two  of  these  latter 
instances  there  was  some  injection  of  Peyer's  patches  and 
of  the  nnicous  membrane  of  the  cfecnm. 

In  13  of  these  17  cases  there  was  associated  ]ieritonitis. 
Of  these  13,  3  showed  recent  lym])h,iii  1  there  was  a  per- 
foration, and  in  1  a  large  abdominal  al)scess  cavity.  In  the 
8  cases  remaining  of  the  13,  in  6  of  them  there  was  mat- 
ting of  the  Ixiwels  the  adhesions  dis])laying  caseous  granu- 
lations, or  caseous  masses,  oi-  grey  granulation.'^  ;  and  in  I 
instance  tubi-rcles  were  not  visible  in  the  lymph  ;  and  in 
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1  case  there  were  dense  adhesions  eveiywhere,  apparently 
free  from  tubercles,  associated  with  stinking  pus. 

Of  the  7  remaining*  cases,  in  4  the  abdominal  cavity 
was  obliterated  and  it  was  impossible  to  say  what 
anatomical  structures  were  involved  on  inspection  of  the 
agglutinated  masses  of  lymph,  cheesy  material,  tubercles 
and  intestinal  remnants.  In  one  of  them  no  obvious 
tubercle  could  be  detected.  There  was  one  case  of 
uncomplicated  peritonitis  in  a  child  4  months  old.  Its 
intestines  were  covered  with  a  diphtheritic-membrane-like 
deposit  which  could  be  readily  peeled  off  and  left  a 
polished  surface ;  this  was  crowded  with  tubercle  bacilli. 
In  one  case  the  serous  membranes  generally  (pericardium, 
pleuras  and  peritoneum)  were  involved,  together  with  a 
few  scattered  tubercles  in  the  lungs.  The  last  was  that 
of  a  child  who  had  i^ecovered  some  time  previously  from 
peritonitis,  but  was  re-admitted  into  the  Evelina  Hospital 
with  a  very  large  empyema  and  died  during  the  operation 
undertaken  for  its  relief.  At  the  autopsy  some  few 
tritiing-  abdominal  adhesions  were  found,  toe'ether  with 
two  grey  granulations  on  the  peritoneal  surface  of  the 
abdominal  wall,  but  no  tubercle  visible  to  the  naked  eye 
could  be  seen  elsewhere. 

It  would  appear  from  this  that  the  mesenteric  glands 
are  common  starting  points  of  the  disorder ;  that  intestinal 
ulceration  is  by  no  means  a  necessary  preliminary  to  the  pro- 
duction of  tuberculous  mesenteric  glands,  but  that,  although 
that  is  so,  intestinal  ulceration  and  caseating  mesenteric 
glands  are  very  frequently  found  associated.  Further, 
that  peritonitis  although  not  a  necessary  sequence  of  the 
preceding  condition  perhaps  not  infrequently  accompanies 
it.  Also,  that  tuberculous  peritonitis  may  be  present  in 
marked  degree  without  the  intestinal  follicles  or  mesenteric 
glands  being  implicated.  Lastly,  intestinal  ulceration  is 
almost  invariably  accompanied  by  glandular  disease,  but, 
on  the  other  hand,  the  glands  may  at  times  be  far 
advanced  in  disease  with  an  ap])arently  sound  mucous 
membrane. 
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Of  these  25  cases  of  abdominal  tuberculosis,  4  were 
limited  to  the  mesenteric  glands,  intestines  and  peritoneum, 
and  1  was  strictly  localised  to  the  peritoneum. 

There  were  9  cases  of  mixed  glandular,  intestinal  and 
peritoneal  infection  which  were  not  so  limited,  but  were 
associated  with  tuberculous  lesions  elsewhere  of  a  purely 
secondary  character.  Of  these,  8  had  their  lungs 
implicated  in  varying  degrees.  In  6  of  these  9  cases 
aforesaid  the  pleura  was  involved.  Of  these  6  cases  3 
had  tuberculous  bronchial  glands  likewise,  and  1  of  these 
3  died  of  tuberculous  meningitis.  In  1  case  the  spleen  and 
kidneys  were  also  affected,  and  in  1  the  spleen  and  liver. 

Two  cases  of  tuberculous  mesenteric  glands  (one  with 
recent  peritonitis)  were  associated  with  tubercles  in  the 
lungs ;  in  one  instance  with  the  liver  in  addition  and  in 
the  other  with  calcified  bronchial  glands,  both  cases  being 
undoubtedly  secondary'  to  the  abdominal  trouble. 

One  case  of  intestinal  ulceration  and  enlarged  mesenteric 
glands  was  associated  secondarily  with  miliary  tubercles  in 
the  lungs,  peritoneum,  liver,  spleen,  kidneys,  and  fundus 
oculi. 

One  case  of  caseous  mesenteric  glands  together  with  a 
thickened  omentum  and  matted  intestines  developed  miliary 
tubercles  in  the  lungs,  liver,  spleen,  and  kidneys. 

One  case  of  caseating  mesenteric  glands  together  Avith 
nodules  in  the  peritoneum  and  a  large  abscess  cavity  was 
associated  secondarily  with  a  few  scattered  tubercles  in 
one  of  the  lungs,  and  a  trifling  collection  of  pus  in  one 
pleura. 

One  case  of  ])artia11y  healed  intestinal  ulcers  in  tlie 
ascending  colon,  the  mesenteric  glands  being  free  from 
obvious  disease,  was  found  to  have  old  pleurisy  over  the 
apex  of  one  lung  in  whic-h  a  solitary  tubercle  was  seen 
planted,  together  with  an  abscess  in  the  right  half  of  the 
cereljellum. 

One  case  whose  intestines  were  matted  togetlu'v  into  a 
solid  nuiss  with  tubercles  develo])etl  miliary  tubercles  in 
the  lungs,  and  the  bronchial  glands  were  large  and  cheesy. 
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Of  the  remainder,  4  cases  were  associated  with  tuber- 
culous lesions  elsewhere  ;  1  had  a  few  tubercles  in  the 
upper  part  of  the  lower  lobe  of  one  lung;  1  had  a  tuber- 
culous cavity,  the  size  of  a  walnut,  and  old  adhesions  at 
one  lung  apex ;  1  was  associated  Avith  tubei'culous  intlani- 
mation  of  the  serous  cavities,  together  with  a  few  tubercles 
in  the  lungs  ;   and  1  was  associated  with  an  empyema. 

Implications  of  other  organs  in  these  fatal  cases  was 
therefore  not  uncommon,  and  of  other  organs  the  lungs 
were  most  often  attacked,  viz.  : — 19  out  of  25  cases. 

Reviewing  the  35  cases,  temporarily  left  over,  I  find 
that  22  of  them  came  under  medical  care  for  lung  affec- 
tions, one  of  their  number  developing  tuberculous  menin- 
gitis ;  that  9  were  attended  for  cerebral  symptoms,  8 
being  meningitis  and  1  a  cerebellar  tumour.  In  one  of 
the  meningitis  cases  tuberculous  nodules  were  found  in  the 
cerebellum  and  the  seminal  vesicles  were  also  tuberculous. 
One  case  attended  with  typhoid  symptoms,  1  was  primarily 
abdominal  and  developed  meningitis  and  a  tubercle  in  the 
choroid ;  in  1  case  definite  localising  symptoms  were 
wantins" :  and  1  was  broug-ht  1)V  its  mother  for  marasmus. 

Of  these  35  cases,  in  20  the  initial  lesions  found  post- 
mortem were  confined  to  the  lungs  and  bronchial  glands ; 
in  2  cases  it  was  not  certain  whether  the  cheesy  mesenteric 
glands  or  the  lungs  were  the  primar}-  seat ;  and  in  6  lung 
cases,  not  counted  Avith  the  above,  no  definite  statement 
was  made  in  their  notes  about  the  bronchial  glands. 
Three  cases  were  probal)ly  primarily  intestino-glandular, 
and  1  case  was  undoubtedly  so.  One  doubtfully  primarily 
intestinal  developed  meningitis  and  a  choroidal  tubercle  ; 
and  1  other  similar  case  had  caseous  Fallopian  tubes  of 
endogenous  origin,  cerebellar  and  pontine  tuberculous 
tumours,  with  optic  atrophy  and  choroidal  tubercles  at  the 
yellow-spot  regions  of  the  fundi  oculorum. 

Further,  of  these  35  cases  no  less  than  26  were  affected 
with  either  tuberculous  mesenteric  glands,  tuberculous 
intestinal  ulcers,  or  a  combination  of  the  two.  In  9  cases 
the  glands  were  affected  without   intestinal  ulceration  ;  in 
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2  of  these  the  intestinal  mucous  memln-ane  was  injected,  in 
1  there  was  injection  and  some  tubercles  were  visible  in  the 
mucous  membrane,  in  1  there  was  a  tuberculous  deposit  the 
size  of  a  Horin  in  the  mucous  meinbrane  of  the  colon.  In 
1  case  there  were  intestinal  ulcers  and  the  mesenteric 
glands  were  not  aifected  to  the  naked  eve. 

In  regard  to  peritonitis  flakes  of  lymph  were  found  in  1 
case  only,  but  there  were  several  cases  with  adhesions 
round  the  liver  and  spleen.  In  3  cases  there  was  serous 
fluid  in  the  peritoneal  cavity,  1  of  them  being  associated 
with  tubercles.  In  o  cases  there  were  miliary  tubercles  in 
the  peritoneum,  without  fluid  or  peritonitis. 

Of  the  35  cases,  in  no  less  than  33  the  lungs  were 
aifected,  and  in  20  of  them  the  pleuras  were  involved  in 
varying  degrees.  In  7  cases  the  lungs  were  attacked  with- 
out implication  of  the  intestino-glandular  system,  and  in  2 
cases  the  mesenteric  glands  were  involved  apart  from  the 
lungs.  It  is  evident,  therefore,  that  the  lungs  rarely  escape 
in  fatal  cases  of  tuberculosis  of  the  intestino-glandular 
sj'stem,  and,  conversely,  in  the  majority  X)f  instances  tuber- 
culosis of  the  lungs  is  associated  with  tuberculosis  of  the 
intestino-glandular  system. 

Excluding  the  lungs,  of  these  35  cases  27  were  associated 
with  tubercles  in  organs  other  than  in  the  ca])sules  of  the 
liver  and  spleen  and  in  the  peritoneum.  In  6  of  the  cases 
the  other  organs  were  not  attacked.  In  1  case  there  was 
meningitis,  and  in  1  case  a  post-pharangeal  abscess.  It 
a])])ears  that  doubts  as  to  the  identity  of  bovine  and  human 
tubercukisis  cannot  be  substantiated  inasmuch  as  human 
tuberculosis  can  be  experimentally  transmitted  in  cattle. 
Both  diseases  must  be  identical  otherwise  it  is  necessary  to 
assiime  that  tlie  human  donor  at  the  time  of  the  ex]ieriment 
was  suffering  from  Ixivine  tuberculosis.  On  the  other 
hand,  Kocli  Inis  not  been  able  to  And  after  a  ])rolonged 
intiuiry  a  case  of  transmission  of  abdonn'nal  tuberculosis 
from  tlie  milk  of  cows  suffering  fi'oni  ])erlsuclit.  There  is 
no  doubt  that  t()])ical  vulnerability  of  the  individual  conies 
largely  inti)  ]ilay  in  cases  of  a1)dominal  tuberculosis  as  well 
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as  in  other  tiihercnlous  affections.  Thus,  the  prohDiiged 
swallowing  of  the  tulDerculous  sputum  in  children  is  followed 
in  only  a  cei'tain  proportion  ()f  cases  by  intestinal  tuber- 
culosis. Again,  tuberculosis  starting  in  the  digestive  tract 
is  comparatively  uncommon  on  the  one  hand  and  on  the 
other  the  opportunities  of  contracting  this  disease  from 
tuberculous  foods  are  numerous. 

Sununanj. 

1.  Tuberculous  disease  originates  in  some  children  in  the 
intestines  or  abdominal  lymph  glands.  Either  of  these 
structures,  and  less  commonly  the  latter,  or  both  in  com- 
bination may  be  involved.  These  lesions  are  mostly  asso- 
ciated with  peritonitis. 

2.  Cases  that  are  strictly  confined  to  the  intestines,  the 
mesenteric  glands  and  the  peritoneum  are  comparatively 
rare  ;  to  the  peritoneum  alone,  or  combined  with  tuberculous 
inflammation  of  the  serous  membranes  rarer  still. 

o.  Implication  of  other  organs  in  fatal  cases  of  piimary 
abdominal  tuberculosis  is  not  uncommon  and  of  all  organs 
and  structures  the  lungs  appear  to  be  most  likely  to  be 
attacked.  Invasion  of  the  lungs  in  such  cases  probably 
occui\s  via  the  thoracic  duct  and  pulmonary  artery,  the  lungs 
acting  as  a  filter.  This  is  contrary  to  the  experience  of 
others  who  consider  that  food  tuberculosis  may  get  well  or 
spread  but  never  leads  to  tuberculosis  of  the  lungs. 

4.  Primary  abdominal  tuberculosis  is  sometimes  asso- 
ciated with  tul)erculosis  of  other  parts  which  are  fi-ee  from 
external  entrances,  e.  (/.  the  brain,  the  meninges,  the  peri- 
cardium, the  pleura,  the  choroid,  etc. 

5.  The  majority  of  cases  of  ulcerating  tuberculosis  of  the 
lungs  contract  tuberculous  intestinal  ulcers,  tuberculous 
lymph  nodes  or  a  combination  of  the  two  conditions.  This 
mode  of  onset  of  abdominal  tuberculosis  is  more  common 
than  the  other.  It  is  not  so  frequently  associated  with 
peritonitis.  The  clinical  symptoms  in  such  cases  are  either 
pulmonary  or  perhaps  cerebral  and  not  often  abdominal. 

{Read  at  the  Special  Meet iiui  for  the  discusslem  of  Tuber- 
culous Peritonitis,  Deceuiher  the  I'lth,  1902.) 
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21.  TrBEECULOUS   PEEITONITIS :    PEOGNOSIS. 
By  G.  a.  SUTHERLAND,  M.D. 

The  prognosis  in  tuberculons  ])eritunitis  is  a  subject  on 
\vhicli  many  and  diverse  views  have  been  expressed.  The 
great  question  as  to  whether  the  disease  tends  to  run  a 
favourable  or  unfavourable  course  may  be  said  to  be  still 
unsettled.  Twenty-five  years  ago  the  prognosis  was  re- 
garded as  hopeless.  Ten  years  ago  it  was  considered 
more  hopeful,  especially  if  surgically  treated.  To-day  we 
are  still  searching  for  more  light,  and  although  extensive 
statistics  have  been  compiled  on  the  Continent,  which  have 
considerably  influenced  opinion  in  this  country,  there  are 
comparatively  few  published  from  English  hospitals. 

I  propose  to  limit  my  remarks  on  prognosis  to  the 
results  of  a  study  of  41  cases  of  tuberculous  peritonitis 
treated  as  in-patients  at  Paddington  Green  Children's 
Hospital.  These  represent  all  the  cases  of  that  affection 
which  are  available  for  statistical  purposes  from  that 
hospital,  a  few  having  been  rejected  because  the  diagnosis 
was  uncertain  or  the  period  under  observation  was  too  brief. 

The  first  important  point  in  the  prognosis  is  to  ascertain 
the  proportion  of  recoveries  to  deaths.  In  these  41  cases 
there  are — 

Recoveries      .  .  .      29,  or  7()'7  per  cent. 

Unrelieved    .  .  .        1     .,    'i'o  „ 

Deaths  .  .  .11.,    '^^'^ 

If  the  results  of  medical  treatment  are  compared  with 
those  of  surgical  treatment,  the  statistics  are — 

Medicallv  treated  (  ^^^^^^'^^\       22,  or  81-8  per  cent. 
.-.^    "  <  Unrelieved         1     ,.->"'  •) 

It  cases.  /  ^.    -, 

C  Died 

Surgically  treated  (  Recovered 

14  cases.  (^  Died 

In    the    case    of   a    chronic    affectittn    like    tuberculous 

peritonitis  it  c;in  liardlvl)e  deemed  correct  to  use  the  term 
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"  recovery  "  Avhen  the  patient  leaves  the  hospital  or  con- 
valescent home ;  "  apparently  on  the  road  to  recovery  " 
would  be  as  far  as  one  can  safely  go.  The  cases  there- 
fore have  been  followed  up  as  well  as  possible  after  leaving 
the  hospital,  and  the  statistical  results,  both  favourable 
and  fatal,  are  drawn  up  after  keeping  the  patients  under 
observation  for  the  longest  possible  time.  The  cases 
which  are  entered  as  "  recovered  "  were  under  observation 
for  the  following  periods. 

Under  3  months       ...  "^ 

From  3  to  6  months 


Over 


12      „ 
2  vears 
3^  „ 

^      „ 
6      „ 


Total  .  .  .29 

Considering  the  number  of  cases  which  were  under 
observation  for  a  year  or  longer — namely,  19,  or  6&6  per 
cent. — it  will  perhaps  be  admitted  that  the  term  recovery 
is  justified.  Further,  in  those  cases  the  signs  of  active 
disease  had  ceased,  the  traces  of  local  disease  became  less 
evident  with  each  succeeding  year  they  were  observed,  and 
the  general  strength  seemed  steadily  to  improve. 

The  natural  cours-e  of  tuberculous  'peritonitis. — Tuber- 
culous peritonitis  in  its  uncomplicated  form  is  an  affection 
which  lasts  usually  for  from  six  months  to  a  year,  or 
longer.  The  natural  course  of  the  disease  in  a  fairly 
healthy  child  would  appear  to  be  towards  ultimate 
recovery.  Perhaps  in  no  form  of  tuberculosis  does  nature 
make  greater  or  more  successful  efforts  to  cope  with  the 
disease.  The  formation  of  fibrous  tissue  is  nature's  method 
of  shutting  up  the  tubercles,  cutting  off  their  supply  of 
nourishment,  and  starving  them  out.  When  their  vitality 
is  gone  and  all  active   peritoneal  tuberculosis  has  ceased, 
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nature  next  directs  the  powers  of  the  liody  to  the  absorp- 
tion of  the  dead  tubercles  and  the  fibrous  tissue  surround- 
ino-  tliem.  Sometimes  the  eifort  is  completely  successful, 
sometimes  the  absoi-ption  is  only  partially  complete,  and 
sometimes  complications  arise  from  outside  causes  Avhich 
put  an  end  to  the  pi'ocess.  If  this  ])rocess  of  fil)rosis  is  to 
be  rejj'arded  as  the  natural  course  of  the  illness  towards  a 
favourable  issue,  the  prognosis  will  depend  on  the  patient's 
powers  of  furthering-  it.  Consequently,  a  strong  family 
history  of  tuberculosis,  or  an  infancy  passed  under  bad 
hygienic  and  dietetic  conditions,  or  a  constitution  of  slight 
resistent  ]iower,  or  a  history  of  one  or  more  severe  attacks 
of  infective  fever  during  early  life  must  be  regarded  as 
factors  which  influence  unfavourably  the  prognosis  in  any 
given  case. 

Tlie  •progtiosi.'i  in  nncomylicated  tiihercnlous  'perltfmitu-. 
— The  disease  presents  itself  imder  various  clinical  aspects. 
There  may  be  an  acute  onset  with  ty])h(iid-like  sym])tonis, 
followed  by  a  very  severe  illness,  characterised  by  ascites, 
abdominal  distension,  diarrhoea  or  constipation,  and  high 
temperature.  Although  one  would  hesitate  to  speak 
decidedly  during  the  acute  stage  of  the  illness  it  is  not  un- 
common for  such  cases  to  terminate  in  complete  recovery. 
Most  of  the  cases  begin  insidiously.  '^Plie  ascitic  type,  in 
which  fluid  is  jioured  out  more  or  less  freely  owing  to  the 
irritation  produced  by  many  scattered  tubercles,  is  one  in 
which  the  prognosis  is  favourable  if  it  is  succeeded  by  a 
fibro-plastic  formation,  which  is  the  natural  termination. 
Those  cases  in  which  the  fibro-plastic  formation  is  active 
from  the  start  do  well  as  a  rule.  Cases  of  tumour  forma- 
tion, rolled  up  omentum,  or  puckered  up  mesentery,  or 
matted  intestine,  may  present  no  active  sym])toms,  are 
extremely  chronic,  and  usually  terinitiiitc  favourably.  A 
common  clinical  ty]K'  is  that  in  which  tuberculous  pleurisy 
is  an  associated  condition,  and  the  prognosis  does  not 
a]ipear  to  be  unfavourably   influenced  by  this  association. 

Various  symptoms  in  the  course  of  the  disease  affect  the 
prognosis.      A  favourable  condition  may  be  said  to  be  ])re- 
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sent  wlien  tlie  ternperatwe  is  subnornia],  or  normal^  or  only 
slig-htly  raised,  and  even  when  tliere  is  a  considerable  even- 
ing rise  to  102°  F.  or  103  F.,  it  is  wonderful  how  well  and 
how  long-  the  patient  will  hold  his  own,  provided  there  is  a 
daily  remission  and  apyrexial  period.  On  the  other  hand, 
continuous  pyrexia,  even  of  moderate  degree,  is  unfavour- 
able, is  usually  accompanied  by  progressive  loss  of  strength, 
and  is  suggestive  of  some  complication.  A  continuously 
rapid  pulse,  over  110  per  minute,  is  to  be  regai'ded  as  indi- 
cative of  acute  abdominal  disease,  and  is  of  unfavourable 
prognostic  significance.  Diarrhoea  when  prolonged  is  of 
bad  omen,  and  suggests  one  of  the  gravest  complications, 
tuberculous  ulceration  of  the  bowel.  Great  distension  of 
the  stomach  and  intestines,  when  paralytic  in  origin,  is  of 
unfavoui'able  significance;  when  it  is  obstructive  in  origin 
it  may  be  amenable  to  surgical  treatment.  Bajrid  irasting 
must  be  looked  on  as  an  indication  that  the  disease  has 
gained  the  upper  hand  locally  or  is  becoming  generalised. 
The  defensive  powers  of  the  constitution  are  invariably 
weakened  in  the  presence  of  i-apid  emaciation.  Recnrrent 
attacJiS,  with  or  without  marked  pyrexia,  affect  the  prog- 
nosis unfavourably.  They  tend  to  exhaust  the  resistent 
powers  of  the  patient,  and  they  point  to  fresh  infection 
from  an  active  although  possibly  unrecognised  source. 

The  prognosis  in  complicated  tuberculous  peritonitis. — 
The  com])lications  which  may  precede  or  arise  froin  tuber- 
culous peritonitis  seriously  affect  the  prognosis,  and  one  or 
more  of  them  will  usually  be  found  to  be  present  in  the 
fatal  cases. 

1.  Tuberculous  ulceration  of  the  intestine.  This  may 
be  small  in  extent,  and  not  associated  with  any  marked 
symptoms.  When  it  is  extensive,  as  indicated  by  intract- 
able diarrhoea,  and  the  passage  of  blood  and  mucus,  the 
prognosis  is  unfavourable. 

2.  If  extensive  caseation  of  the  mesenteric  glands  or  of 
tuberculous  masses  exists,  recovery  is  delayed,  fresh  infec- 
tion of  the  peritoneum  is  apt  to  occur,  and  the  risk  of 
abscess  formation  and  rupture  is  constantly  present. 

VOL.   III.  8 
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3.  Localised  suppuration,  from  infection  tlirougli  glands 
or  the  intestine,  is  a  complication  which,  if  unrelieved  by 
surgical  treatment,  is  apt  to  retard  recovery  and  lead  to 
still  more  serious  complications. 

4.  Obstructive  symptoms  from  intestinal  matting  or  the 
pressure  of  tuberculous  growths  are  as  a  rule  not  marked. 
If  progressive  and  unrelieved,  the  prognosis  is  bad,  but 
surgical  interference  may  prove  successful  in  removing  all 
imminent  danger. 

5.  In  the  presence  of  pulmonary  tuberculosis,  with 
definite  ]diysical  signs,  the  prognosis  is  unfavourable.  It 
must  be  remembered,  however,  that  dulness  and  crepita- 
tions are  frequently  present  at  one  or  lioth  bases,  owing  to 
the  diaphragm  being  pushed  upwards,  the  lower  portions 
of  the  lungs  being  thrown  out  of  action,  and  congestion 
occurring  in  consequence.  With  the  relief  of  the  abdo- 
minal distension,  these  pi;lmonary  signs  will  usually 
disappear  entirely.  The  prognosis  is  very  bad  in  the  case 
of  the  folloA\'ing  complications. 

6.  The  rupture  of  a  glandular  or  other  abscess,  or  the 
perforation  of  an  intestinal  ulcer  into  the  general  peritoneal 
cavity. 

7.  The  onset  of  tuberculous  meningitis. 

8.  The  occurrence  of  general  miliary  tuberculosis. 

As  confirming  the  serious  prognostic  influence  of  the 
various  complications  the  causes  of  death  in  the  fatal  cases 
may  be  given  here.  Six  of  the  eleven  cases  were 
examined  post  mortem. 

Purulent  peritonitis  from   intestinal   iserforation   or  rujjtured 

abscess   .  .  .  .  .  .  .  .5  cases 

Intractable  diarrhcea  (?  intestinal  ulceration)        .  .  .     2     „ 
With  cerebi'al  symptoms  (?  tuberculous  meningitisj  .             .     2     „ 
Tuberculosis  of  peritoneum,  pleura,  and  lung,  with  partial  intes- 
tinal obstruction  by  a  band       .             .             .  .             .1  case 

Cause  unknown  .  .  .  .  .  .  .     1      „ 

Total       .  .  .  .  .11  cases 

The   prognosis  as    affected    hy   medical   treatment. — The 

results    of    medical    treatment    as    <>-ivcn    above    mav    be 
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regarded  as  favoural)le.  If  the  prognosis  in  nncoinplicated 
tuberculous  peritonitis  depends  on  improving  as  nnicli  as 
possible  the  patient's  resistent  powers  until  the  tuberculous 
process  is  checked,  and  increasing  his  aggressive  powers 
until  the  tuberculous  ])roducts  have  been  entirely  removed, 
it  is  plain  that  medical  treatment  directed  to  these  ends 
will  be  of  the  highest  importance  in  making  the  prognosis 
more  favourable.  In  the  complicated  forms  of  the  disease 
medical  treatment  is  of  less  direct  value. 

The  prognosis-  as  affected  by  surgical  treatment. — In  the 
complicated  forms  of  tuberculous  peritonitis  the  prognosis 
is  much  more  seriou^s,  and  here  it  is  that  the  prospect  may 
be  entirely  changed  by  surgical  interference.  One  sti-iking 
case  is  before  me,  that  of  a  girl  of  three  3'ears,  on  whom 
Mr.  Watson  Cheyne  performed  laparotomy  for  obstruction, 
and  short-circuited  the  small  intestine.  The  patient  made 
an  excellent  recovery.  In  another  case,  with  suppurative 
peritonitis  from  a  perforation  of  the  Ci\3cum,  a  fatal  termi- 
nation ensued. 

As  regards  the  surgical  treatment  by  simple  laparotomy 
— the  so-called  cure  for  tuberculous  peritonitis — our  results 
are  not  good,  namely,  six  recoveries  and  six  deaths.  It  is 
not  suggested  that  the  fatal  results  w^ere  due  to  the 
laparotomy,  for  the  deaths  occurred  at  periods  of  from  one 
to  six  months  after  the  operation.  But  it  is  clear  that  the 
operation  was  ineffectual  in  preventing  the  complications 
which  lead  to  a  fatal  termination.  The  cases  which 
recovered  may  be  said  to  have  done  so  in  spite  of  the 
operation,  for  they  presented  in  their  post-operative  stages 
no  striking  changes  and  no  clinical  developments  which 
could  not  be  equally  well  observed  in  the  cases  treated 
medically.  At  one  time  I  Avas  a  supporter  of  laparotomy 
as  a  routine  treatment,  but  further  experience  has  altered 
my  opinion.  A  girl  of  six  years,  the  subject  of  fibro-ascitic 
tuberculous  peritonitis,  was  considered  a  suitable  case  for 
laparotomy,  but  operation  was  deferred  for  unavoidable 
reasons,  and  she  was  sent  to  the  country.  While  she  was 
there  the   abdominal  contents  became   harder  and  deuser, 
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until  tliey  felt  like  plaster  of  Paris,  the  fluid  disappeared, 
and  the  girl  improved.  Some  months  later  she  was  so 
much  better  that  operation  was  not  considered  necessary, 
and  during  the  next  year  there  took  place  a  gradual 
absorption  of  all  the  dense  material,  until  finally  she  was 
quite  restored  to  health  and  the  abdomen  to  a  normal  con- 
dition. In  other  cases  before  me,  cases  of  acute  tuber- 
culous peritonitis,  of  tumour  formation,  of  the  ascitic  type, 
and  of  the  fibrous  variety,  I  find  that  as  good  results  may 
follow  from  medical  as  from  surgical  treatment,  and  I  do 
not  find  that  the  course  of  the  disease  is  appreciably 
aifected  by  laparotomy.  From  the  post-mortem  evidence 
also  it  is  plain  that,  whether  the  case  was  medically  or 
surgically  treated,  death  was  not  due  to  uncomplicated 
tuberculous  peritonitis,  but  to  some  complication  beyond 
relief  either  by  medical  measures  or  by  laparotomy. 

The  conclusions  drawn  above  may  be  summarised  as 
follows  : 

1.  In  uncomplicated  tuberculous  peritonitis  the  prog- 
nosis is  good. 

2.  When  tuberculous  pleurisy  is  present  the  prognosis 
is  still  favourable. 

3.  The  prognosis  is  rendered  less  favourable  in  the 
case  of  (a)  a  strong  family  history  of  tuberculosis,  (/>)  an 
infancy  passed  under  bad  hygienic  and  dietetic  conditions, 
{(■)  a  constitution  of  feeble  resistent  power,  or  {<!)  a  history 
of  severe  infective  illness  in  early  life. 

4.  The  prognosis  is  rendered  less  favourable  in  the 
presence  of  one  or  more  of  the  following  symptoms.  Con- 
tinuous pyrexia,  rapid  wasting,  persistent  diarrhoea,  rapid 
pulse,  and  recurrent  acute  exacerbations. 

5.  The  prognosis  is  rendered  less  favourable  in  the 
presence  of  one  or  more  of  the  following  local  compli- 
cations: —  (rt)  tuberculous  ulceratiun  of  the  bowel,  {h)  ex- 
tensive caseation  of  the  mesenteric  glands  or  of  tuberculous 
masses,  (c)  localised  suppuration  from  infection  through 
glands  or  the  intestine,  and  {d)  obsti-uctive  syni])tonis  from 
bands  or  niattiuL;-  in  the  intestine. 
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6.  The  prognosis  is  bad  in  the  case  of  the  following 
complications  : — {a)  the  rnpture  of  a  suppurating  gland  or 
the  perforation  of  an  intestinal  nicer  into  the  peritoneal 
cavity,  (b)  pulmonary  tuberculosis,  (c)  tul)erculous  menin- 
gitis, and  ((?)  general  miliary  tuberculosis. 

7.  In  tuberculous  peritonitis  the  prognosis  is  not  appre- 
ciably affected  by  simple  laparotomy. 

{Bead  at  the  Special  Meeting  for  the  discussion  of  Tuher- 
culous  Peritonitis,  Decemher  the  V2th,  1902.) 


22.  TUBEECULOUS   PEEITONITIS :   MEDICAL 
TREATMENT. 

By  LEONAED   GUTHEIE,  M.D. 

In  discussing  the  medical  treatment  of  tuberculous 
peritonitis  I  am  hampered  h\  the  prevalent  notion  that 
surgeons  alone  are  able  to  cure  this  disease. 

Mr.  Watson  Cheyne,  for  instance  (Harveian  Lectures, 
1899,  p.  59),  asserts  that  "the  prognosis  of  tuberculous 
peritonitis,  when  no  surgical  intervention  has  taken  place, 
is  undoubtedly  very  grave,  but  much  depends  on  the  form 
of  the  disease  and  on  the  presence  or  absence  of  complica- 
tions." With  the  latter  part  of  the  sentence  I  agree,  but 
to  the  former  I  venture  to  demur. 

It  implies  that  the  prognosis  when  surgical  intervention 
has  taken  place  is  no  longer  very  grave,  and  that  those 
who  do  not  call  in  the  aid  of  a  surgeon  are  guilty  of 
allowing  a  very  grave  prospect  to  continue  wdien  it  might 
easily  be  converted  into  one  more  favourable. 

If  Mr.  Cheyne's  statement  be  accepted  literally,  any 
discussion  on  methods  of  treatment  other  than  surgical 
would  be  a  waste  of  time.  But,  my  own  experience  of 
tuberculous  peritonitis  leads  me  to  think  that  the  prognosis 
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in  uiicoinplicated  cases  in  cliildreii  is  by  no  means  so 
g-rave  as  we  are  taug-lit  to  believe,  and  that  the  triumphs 
of  surgery  in  curing-  this  disease  have  been  somewhat 
over-rated. 

Of  41  cases  treated  at  the  Paddington  Green  Children's 
Hospital,  14  underwent  laparotomy  and  7  of  these  died, 
whilst  of  the  remaining  27  treated  medically,  only  4  were 
fatal. 

The  death  rate  in  surgical  cases  Avas  therefore  50  per 
cent.,  whilst  in  medical  cases  it  was  under  16  per  cent. 
Moreover,  in  the  4  fatalities  under  medical  treatment,  the 
cause  of  death  in  three  was  septic  peritonitis  due  to  per- 
foration or  rupture  of  a  mesentei'ic  glandular  abscess  ;  in 
one,  death  was  due  to  extensive  pulmonary  phthisis,  also 
present  in  two  of  the  others.  All  of  them  died  within  a 
month  of  entering  the  hospital,  and  had  they  undergone 
laparotomy  they  would  only  have  increased  the  percentage 
of  surgical  failures. 

I  am  prepared  to  l)e  told  that  the  surgical  cases  Avere 
more  severe  than  the  medical  Avhich  recovered,  and  admit 
the  fact  so  far  as  the  fatal  surgical  cases  are  concerned, 
but  not  as  regards  those  Avhich  survived  laparotomy. 

It  has  also  been  urged  that  cases  which  recoA'er  under 
medical  treatment  are  not  suffering  from  tuberculous  peri- 
tonitis at  all.  Yet  it  must  be  remembered  that  the 
diagnosis  is  in  practically  all  cases  made  by  the  phy- 
sician, and  it  seems  a  little  hard  that  he  should  only  be 
right  Avhen  he  calls  in  a  surgeon  and  always  Avrong  when 
he  does  not. 

Before  discussing  further  the  claims  of  surgical  over 
medical  treatment,  I  must  follow  the  programme  and  deal 
with  the  latter. 

Medicinal  treatment. — We  cannot  claim  at  present  to  slay 
the  tubercle  bacillus  within  the  body  by  any  drugs,  but 
the  resolvent  action  of  such  drugs  as  mercury  and  iodide 
of  potassium  on  tuberculous  intlammations  is  open  to  dis- 
cussion. Most  of  the  medical  cases  were  treated  by 
mercurial  inunction  or  by  Inniodide  of  mercury  given  in- 
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ternally,  and  recovered,  whether  in  consequence  of  the 
treatment  or  not  is  a  matter  of  opinion.  Some  got  well 
without  mercurial  treatment. 

Arsenic. — Is  arsenic  of  use  in  tuberculous  affections  ? 
It  is  believed  to  cure  some  cases  of  lymphadenoma,  and  it 
is  now  well  known  that  so-called  lymphadenoma  in  children 
is  frequently  tuberculous.  It  would^  therefore,  be  in- 
teresting to  discover  whether  these  are  the  cases  in  which 
arsenic  is  of  value;  for  if  so,  arsenic  might  affect  the 
course  of  tuberculous  peritonitis.  It  is  used  extensivelv  in 
America,  I  believe,  with  this  ol)ject. 

I  know  no  other  drugs  Avhich  can  conceivably  have  in- 
fluence over  tuberculosis,  but  by  some,  guaiacol  car- 
bonate and  iodoform  are  held  in  repute.  Cod-liver  oil,  of 
course,  is  used  systematically,  but  -probably  as  food  rather 
than  medicine.  Syrup  of  iodide  of  iron  has  a  reputation, 
but  I  doubt  if  it  is  superior  to  other  preparations  of  iron 
when  anfemia  is  present. 

Medicinal  treatment  of  tul)ercul()us  peritonitis  is  almost 
entirely  symptomatic. 

The  chief  symptoms  which  call  for  treatment  are  pain 
and  abdominal  tenderness,  flatulency  and  indigestion,  diar- 
rhoea or  constipation,  vomiting  and  ascites. 

Pain  is  seldom  marked  in  patients  kept  at  rest  in  bed 
unless  it  is  due  to  the  onset  of  acute  septic  peritonitis. 

The  ordinary  slight  pains  and  tenderness  can  usually  be 
relieved  by  local  applications  of  belladonna,  heated  cotton 
wool  or  spongiopiline,  or  in  some  cases  by  painting  with 
iodine.      Opium  is  seldom  required. 

Flatulency  and  indigestion  need  careful  dieting  and 
bismuth. 

Diarrhcea  unless  profuse  and  continuous  needs  no  active 
treatment.  In  some  cases  it  may  even  be  salutary  in 
reducing  ascites.  Bismuth  and  opium  or  aromatic  chalk 
and  opium  powder  are  most  useful  remedies.  Coto  and 
various  other  astringents  seem  of  doubtful  utility. 

With  the  exception  of  Inniodide  of  mercury  I  have 
little  faith  in  so-called  intestinal  disinfectants.      Thev  seem 
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to  be  more  useful  Avheii  added  to  the  evacuations  tlian  wlien 
taken  internally. 

Diarrhcea  wlien  dejiendent  on  intestinal  ulceration  is 
most  difficult  to  control.  If  the  ulcers  are  situated  low 
down  in  the  bowel,  irrigation  and  astringent  or  soothing 
enemata  may  be  of  service,  but  when  situated  high  u]) 
such  treatment  is  of  little  use. 

Condipafiori. — A  loaded  rectum  should  be  cleared  out 
^by  enemata  rather  than  l)y  ]mrgatives,  but  an  occasional 
dose  of  castor  oil,  cascara,  or  pulvis  glycyrrhiza?  conipositus 
may  be  given,  unless  evidence  of  ulceration  in  the  sha])e  of 
blood-stained  or  Ijlack  offensive  and  ])urulent  stools  is 
present.  It  nnist  be  remembered,  however,  that  ulceration 
may  exist  without  any  such  evidence. 

Medical  Treatment  of  Ascites. 

It  is  a  question  for  discussion  whether  in  cases  of  ascites 
with  constipation  and  scantiness  of  urine,  but  without 
evidence  of  ulceration,  purgatives  and  diuretics  are  indi- 
cated. 

I  once  treated  such  a  case  in  this  manner  for  a  con- 
siderable time  and  the  patient  recovered.  But  this  treat- 
ment is  hardly  to  be  reconnnended  as  a  routine  process. 

Voviit'iuy  is  seldom  excessive  in  children  at  rest  and 
properly  fed,  uidess  signs  of  intestinal  obstruction  are 
present,  which  call  for  immediate  surgical  interference. 
Wlien  due  to  gastric  disturbance  only,  Insuiuth  aud  hydro- 
cyanic acid  are  the  best  remedies. 

Diet. — It  is  seldom  necessary  to  feed  a  ]iatient  on  fluids 
alone  unless  there  is  obviously  extensive  ulceration.  The 
pyrexia  present  is  rarely  high  enough  to  interfere  with 
digestion,  and  liarm  may  be  done  by  restricting  ])atieuts 
to  the  diet  iisiuil  in  enteric  fever. 

One  must,  of  course,  keep  indigestibh'  substances  out  of 
the  dietary.  In  one  case  fever,  vonn'ting,  and  dangerous 
colic  following  a  diet  including  green  ap})les,  first  drew 
attention  to  the  existence  of  tuberculous  peritonitis. 
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Starcliy  and  otlier  foods  which  in  excess  tend  to  induce 
flatulency  and  fermentation  must  be  given  sparingly. 

Meat,  fish,  and  poultry  can  usually  be  assimilated  if 
carefully  minced  and  prepared.  Eggs,  cream,  milk  and 
butter  may  be  freely  supplied.  In  some  cases  of  in- 
tractable diarrhoea  a  diet  of  raw  or  partially  cooked  meat 
seems  efficacious.  AA^hen  stimulants  are  required,  brandy,  if 
it  can  be  procured,  or  old  dry  port  from  the  wood  are  the  best. 

Hygiene. — In  every  case  rest  in  bed,  at  all  events  in 
early  stages,  is  essential,  and  it  should  be  in  country  open 
air. 

Sometimes  children  have  been  sent  into  the  country 
merel}'  in  the  hope  of  recruiting  them  sufliciently  to 
undergo  laparotomy,  but  in  a  few  weeks  they  have  returned 
practically  restored  to  health.  Also  in  most  of  the  cases 
which  recovered  after  laparotomy  improvement  was  not 
manifest  until  the  effect  of  country  air  was  tried. 

Hence,  I  believe  that  open-air  treatment  is  even  more 
eminently  suitable  to  cases  of  tuberculous  peritonitis  than 
to  those  of  pulmonary  phthisis,  and  I  would  send  all  cases 
to  undergo  it  under  careful  supervision  and  nursing,  as 
soon  as  the  diagnosis  has  been  made  or  even  suspected. 

Rest  in  the  recumbent  position  should  be  maintained 
until  all  active  symptoms  have  disappeared. 

Medical  treatment  then  simply  consists  in  keeping  the 
patient  at  rest,  in  supplying  a  nutritious  fattening  and 
abundant  diet,  in  the  relief  of  incidental  symptoms  as  they 
may  arise,  and,  above  all,  in  securing  the  advantage  of 
o]ien  country  air. 

Radical   Treat  men  f  of  Ascites. 

The  next  question  which  arises  is  when  should  fluid  be 
left  in,  and  when  should  it  be  let  out  ? 

In  all  varieties  of  cases  it  ma}'  subside  spontaneously 
after  rest  in  bed  and  mercurial  inunctiou,  but  it  also  comes 
and  goes  whether  mercury  is  used  or  not.  In  acute  cases 
unless  fluid   produces    great    distension    and   distress  it  is 
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inadvisable  to  interfere,  for  if  removed  it  will  speedily 
reaccuniulate.  Surgeons  liave  discovered  that  laparotomy 
is  seldom  of  use  in  such  cases.  But,  as  in  some  cases  of 
pleural  eifusion  the  withdrawal  of  a  few  ounces  of  fluid  is 
sometimes  sufficient  to  cause  absorption  of  the  rest.  The 
supposed  danger  of  setting  u])  general  tuberculosis  by 
absoi'ption  (^f  the  fluid  into  the  circulation  is,  I  thiidc,  un- 
founded. 

General  tuberculosis  is  far  more  likely  to  be  due  to 
carriage  of  bacilli  by  the  circulation  fi'om  tuberculous 
caseating  glands  to  distant  parts. 

In  more  chronic  cases,  Avhen  fluid  shoAVS  no  tendency  to 
subside  it  should  be  withdrawn. 

Tapping  or  aspiration  in  such  cases^  unless  one  is  certain 
that  the  fluid  is  free,  is  dangerous.  It  is  better  to  make  a 
small  incision  and  insert  a  blunt  perforated  trocar  than 
to  plunge  a  sharp  instrument  through  the  abdominal  wall 
at  the  risk  of  wounding  adherent  intestines. 

It  has  been  said  that  "  simple  ]mncture  alone  is  quite 
ineffectual."  But  four  cases  in  which  the  fluid  Avas  free 
and  excessive  recovered  after  being  so  treated,  and  in 
only  one  of  these  was  it  found  necessary  to  repeat  the 
process,  and  then  only  after  the  lapse  of  one  year.  It  is, 
however,  sometimes  inefl^ectual,  and  the  case  should  then 
be  treated  by  simple  incision  or  laparotomy.  This  is  the 
operation  which  is  supposed  to  have  revolutionised  the 
prognosis  in  tuberculous  peritonitis. 

It  is  of  the  simplest  character.  The  sui-geon  makes  a 
two-inch  incision  through  the  abdominal  wall,  lets  out  any 
fluid  Avhich  may  be  present,  calls  upon  the  bystanders  to 
observe  the  resemblance  between  a  tuberculous  peritoneum 
and  a  sago  jiudding,  and  then  closes  the  wound.  It  is  no 
longer  considered  necessary  to  irrigate  the  peritoneum  with 
or  without  antiseptics,  nor  I'ven  to  break  down  adhesions 
unless  they  are  causing  (jbstruction. 

The  surgeon,  like  an  ancient  Etruscan  Harus])ex,  merely 
gazes  at  the  victim's  entrails,  ;n id  then  discovers  ])ro|)itious 
omens  for  the  future  of  abdominal  operations. 
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Many  fanciful  theories  have  been  invented  to  explain 
the  recovery  of  50  per  cent,  of  cases  after  laparotomy. 

The  entrance  of  light,  air,  oxygen,  and  of  non-iDathogenic 
organisms  has  been  held  by  different  theorists  to  effect  a 
cure. 

Mr.  Watson  Clieyne  believes  that  the  tuberculous  fluid 
evacuated  is  replaced  by  anti-liacteric  serum  inimical  to  the 
tubercle  bacilli.  If  this  is  so,  a  similar  result  should 
follow  simple  puncture,  and  perhaps  it  does,  although  the 
procedure  has  been  regarded  as  quite  ineffectual. 

I  believe,  indeed,  that  there  is  no  mystery  whatever  in 
the  matter,  but  that  simple  laparotomy  is  useful  only  in  so 
far  as  it  lets  out  fluid.  Dry  cases  which  are  also  supposed 
to  be  cured  by  the  operation  would,  I  believe,  recover 
equally  well  if  let  alone,  provided  that  no  complications 
such  as  extensive  ulceration,  septic  peritonitis  due  to 
suppuration  of  glands  or  perforation,  meningitis,  or  advanced 
pulmonary  phthisis  occur. 

Indeed,  the  recovery  of  uncomplicated  dry  cases  not 
operated  upon  compares  favourably  with  that  of  laparotomy 
cases  whose  convalescence  is  retarded  by  abscesses  and 
fistula?  arising  from  tuberculous  infection  of  the  operation 
scar.  On  the  other  hand,  surgical  interference  is  abso- 
lutely necessary  in  cases  of  obstruction  by  adhesion  bands 
or  stricture,  and  in  cases  where  suppuration  is  suspected. 
When  acute  septic  peritonitis  from  perforation  or  rup- 
ture of  an  abscess  occurs  an  operation  is  the  only 
chance,  though  a  forlorn  one,  of  saving  life.  Finally,  I 
believe  that  caseous  mesenteric  glands  should  be  removed, 
if  possible,  as  being  the  chief  source  of  fatal  dissemination. 

It  will  be  observed  that  in  all  these  cases  somethin": 
more  is  necessary  than  merely  opening  the  abdomen  and 
looking  inside.  Unfortunately,  the  cases  in  which  more  is 
necessary  are  those  which  make  the  mortality  of  the 
operation  as  high  as  it  is  ;  whilst  the  more  favourable 
results  of  foreign  observers  are,  I  believe,  due  to  operating 
upon  cases  Avhich  Avould  get  well  without. 

In  conclusion,  we  owe  a  debt  of   gratitude  to  surgeons 
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Avlio  through  errors  of  diagnosis  have  taught  us  that  con- 
ditions once  held  to  he  inconipatihle  with  recovery  are  by 
no  means  necessarily  fatal.  Those  who  advocate  indis- 
criminate operation  may  be  reminded  of  the  well-known 
story  of  Ambrose  Pare,  the  celebrated  French  surgeon. 
Once  after  a  battle  he  ran  short  of  boiling  oil,  and  could 
not  sleep  for  thinking  of  the  sad  plight  of  the  wounded 
who  had  not  received  their  share.  But  next  day  he  found 
them  infinitely  the  better  for  being  without  it. 

{Read  at  the  Sj^ecial  Meeting,  for  the  discussion  of  Tuher- 
ndoiis  Peritonitis,  Decemher  the  l'2th,  1902.) 


23.     TUBEECULOUS   PERITONITIS:    MEDICAL 
TREATMENT. 

By   JAMES   CARMICHAEL,   M.D. 

I  coxsiDEK  abdt)mina]  tul)erculosis  the  most  hopeful  aud 
curable  of  the  tuberculous  diseases  of  childhood.  In  a 
pathological  sense  it  is  recognised  that  it  is  not  unfrequently 
localised  in  the  abdomen.  In  127  post-mortem  examina- 
tions of  abdominal  tuberculosis  in  the  Edinburgh  Royal 
Hosi)ital  for  Sick  Children,  14  cases  were  met  with  in 
which  the  disease  was  entirely  localised  in  the  abdomen 
and  mainly  in  the  mesenteric  glands,  no  tuberculous  lesion 
being  found  anywhere  else. 

In  48  of  my  hos])ital  cases  there  were  9  deaths.  In  4 
of  these  fatal  cases  abdominal  scctinu  had  l)een  j)erformed. 
In  3  of  the  cases  which  recovered  as])iration  of  the  ascitic 
fluid  was  undertaken.  In  chronic  ascites  it  must  be 
admitted  that  the  tuberculous  nature  of  the  disease  cannot 
be  ])roved  unless  the  abdomen  has  been  opened,  but  the 
])rol)ability  is  strongly  in  favoui-  of  its  tuberculous  nature. 
Jn  18  of  the  cases  the  result  ''cured"  is  noted,  /.  '\,  the 
patients  had  been  ke]it  under  observation  for  a  prolonged 
period,   and    remained    in   ])erfect  health  with    no  sign    of 
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disease  of  any  organs.  Sixteen  of  the  cases  were  dismissed 
from  the  hospital  "  improved."  In  the  remaining  13  cases 
the  records  stated  "  in  statu  quo."  In  the  later  years  of  my 
hospital  experience  cases  of  abdominal  tuberculosis  seemed 
to  be  relatively  more  common  than  other  tuberculous  cases, 
'/.  e.,  general  tuberculosis.  I  may  be  allowed,  after  a  state- 
ment of  these  facts,  in  a  few  words  to  mention  in  general 
terms  the  treatment  adopted.  In  recent  years  this  has 
been  more  satisfactory  than  ever  before  in  my  experience, 
mainly,  I  believe,  due  to  the  greater  importance  attached 
to  hygienic  treatment.  In  all  cases  the  children  were  kept 
in  bed  and  in  the  open  air  as  much  as  possible  during  the 
greater  part  of  their  hospital  residence.  Full  diet  was 
given  according  to  the  age  of  the  patient,  except  in  cases — 
and  these  were  few — in  which  there  were  enteric  symptoms. 
Cod-liver  oil  in  one  form  or  another  was  given  along  with 
food  in  most  cases.  Petroleum  emulsion  was  g-iven  when 
from  any  cause,  such  as  laxity  of  the  bowels,  cod-liver  oil 
was  contra-indicated.  Guaiacol  or  beech  creosote  and  occa- 
sionally perchloride  of  merciiry  were  given  in  almost  all  the 
eases.  Local  medication,  and  particularly  massage  of  the 
belly  were  attended  by  the  most  favourable  results.  The 
local  unguents  used  were  oleat'e  of  mercury  with  lanolin, 
or  iodine  ointment.  Recently  guaiacol  with  lanolin  has 
been  applied  with  apparently  even  better  effect.  With 
reference  to  massage  I  cannot  speak  too  highly.  I  believe 
it  is  equally  as  efficacious,  perhaps  more  so  than  laparo- 
tomy in  stimulating  absorption  and  restoring  the  balance  of 
nutrition  in  the  diseased  parts.  It  should  be  used  carefully 
twice  a  day  for  a  quarter  of  an  hour  or  twenty  minutes, 
and  thereafter  the  abdomen  wrapped  up  with  a  pad  of 
cotton  wool,  and  a  flannel  binder  put  on  firmly  so  as  to 
exercise  a  certain  amount  of  elastic  compression. 

{Read  at  the  Special  Meeting  for  the  dwciissiou  of  Tuber- 
culous Peritonitis,  December  the  12th,  1902.) 
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24.  TrBEECULOUS    PEEITONITIS :    MEDICAL 
TREATMENT. 

By  GEOEaE    CAEPENTEE.  M.D. 

Ix  all  the  case^  the  usual  line  uf  treatment  was  adopted, 
and  cod-liver  oil,  maltine,  careful  dieting,  and  rest  in  bed 
formed  the  chief  measures  ;  and  when  the  child  could  under- 
take the  journey  it  was  sent  to  a  convalescent  home  in  the 
country,  the  latter  being  considered  the  most  important  of 
all  measures.  Many  drugs  were  used,  chiefly  arsenic, 
chloride  of  calcium  and  the  hypophosphites  of  sodium ; 
but  in  several  of  the  cases  hypodermic  injections  of  per- 
chloride  of  mercury  (^V^^^  *^^  ^  grain)  wei'e  administered 
once  a  day,  and  some  benefit  did  appear  to  be  derived  from 
these  administrations.  This  form  of  treatment  produced 
cutaneous  indurations,  but  suppuration  did  not  occur.  Local 
mercurial  applications,  in  one  form  or  anothei',  to  the 
abdomen  were  adopted  in  nearly  all  cases.  The  bowels  were 
kept  relieved  by  enemata.  Abdominal  pains  were  treated 
by  Dover's  powder  in  doses  of  4  grains  or  so,  three  or  more 
times  daily  for  a  child  of  five  years,  and  so  on  in  proportion, 
according  to  the  amount  of  pain  and  the  effect  produced. 
My  experience  of  abdominal  section  for  this  complaint  has 
not  been  large,  but  from  what  I  have  seen  I  do  not  think  it 
has  any  advantages  over  milder  measures,  and  I  have  not 
been  favourably  impressed  by  it.  Three  cases  of  mine 
treated  in  this  Avay  develo]ied  a  fa?cal  fistula  at  the  cicatrices, 
and  fajcal  fistiila  at  the  umbilical  cicatrix  in  my  experience 
has  been  a  rarity  in  children  that  I  have  medically  treated. 
Abdominal  section  for  the  free  drainage  of  a  tuberculous 
abdominal  abscess  is,  I  take  it,  good  practice ;  but, 
abdominal  section  for  tuberculous  ascites  is  another  matter. 
Tuberculous  ascites  recovers  by  the  older  fashioned  methods 
of  rest  in  bed,  mercurial  inunction,  and  so  forth,  and  inas- 
nuich  as  it  is  not  easy  to  see  in  what  respect  sucli  extensive 
suro'ical  treatment  diffei-s  mntcriallv  from  the  much  milder 
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form  of  it  in  the  shape  of  paracentesis  abdominis,  I  prefer, 
when  the  belly  is  distended  with  fluid,  to  use  Sonthey's 
trocar  and  cannula  and  repeat  the  application  when 
necessary. 

Of  54  cases  treated  medically,  of  whose  subsequent  history 
I  made  inquiries,  19  died,  10  are  i^ecorded  as  having- 
recovered,  16  improved  while  under  treatment,  and  the  fate 
of  9  of  them  was  not  known.  From  this  it  would  appear 
that  tuberculous  peritonitis  is  not  infrequently  cured,  and 
perhaps  more  often  resolves  than  any  other  form  of  tuber- 
culosis ;  nevertheless,  it  must  be  looked  upon  as  a  very  fatal 
disease.  Treatment  should  rather  be  directed  to  pre- 
ventive measures  than  to  therapeutic,  for  at  present  there 
is  more  hope  to  be  derived  from  the  exercise  of  the  former 
than  by  the  use  of  the  latter.  In  this  respect  the  separation  of 
the  young"  from  phthisical  and  tuberculous  patients,  a  more 
efficient  control  of  the  milk  and  food  supply,  and  the  pro- 
vision of  a  more  healthy  environment  will  occur  to  the  minds 
of  all.  Unfortunately  a  factor  of  primary  importance,  pro- 
creation by  weakly  stock  is  not  under  the  control  of  the 
medical  profession  and  cannot  be  readily  prevented. 

{Read  at  the  Special  Meeting  for  the  discnssioji  of  Tuber- 
culous Peritonitis,  December  the  12th,  1903.) 


25.  TUBEECULOIJS  PEEITOmTIS :    SUEGICAL 
TEEATMENT. 

By  WATSON   CHEYNE,  C.B.,   F.E.S. 

Mk.  Watson  Cheyne  said  that  he  must  apologise  for 
not  having"  prepared  a  special  paper  for  the  meeting"  of  the 
Society,  but  from  what  had  already  been  said  by  the  former 
speakers,  more  especially  by  Dr.  Sutherland  and  Dr. 
Gruthrie,  it  was  well  that  he  had  not  done  so,  because  his 
remarks  would  hardly  have  been  to  the  point  after  what 
liad  been  said.  He  had  listened  with  the  greatest  interest 
to  the  papers  by  Dr.  Sutherland  and  Dr.  Guthrie,  the  more 
so  because  he  had  the  highest  respect  for  their  judgment. 


128  TUBEBCULOUS   PEBIT0NITI8. 

When,  therefore,  they  told  him  that  they  could  now  cure 
peritoneal  tuberculosis  Avithout  operation  and  that  operation 
did  no  g"ood  he  Avas  very  much  impi-essed  witli  their  state- 
ment, and  could  not,  of  course,  cavil  at  it.  If  their  state- 
ment proved  to  be  correct,  then  a  mistake  had  been  made 
for  some  years  in  advocating  laparotomy  as  a  general 
method  of  treatment  for  peritoneal  tuberculosis,  excluding 
of  course  cases  where  laparotomy  in  peritoneal  tuberculosis 
was  required  for  (obstructive  or  other  complications.  If 
such  a  mistake  has  arisen  it  must  be  entirely  attributed  to 
physicians,  and  not  to  surgeons.  If  he  recalled  the  history 
of  the  matter  the  Society  Avould  see  that  that  statement 
was  a  correct  one. 

Years  ago  physicians  were  practically  unanimous  in 
looking  on  tuberculous  peritonitis  as  a  fatal  disease,  and 
not  very  long  ago,  in  a  leading  .encyclopaedia  of  medicine, 
the  subject  of  peritoneal  tuberculosis,  from  a  medical  and 
therapeutic  point  of  view,  was  dismissed  by  the  statement 
that  it  was  an  incurable  disease.  When  he  (Mr.  Cheyne) 
worked  up  the  subject  for  the  Harveian  Lectures  six  years 
ago  he  could  not  find  any  statistics,  with  the  excep- 
tion of  some  cases  by  Dr.  Herringham,  which  at  all 
indicated  curability  of  the  disease.  The  surgeon  is,  of 
course,  entirely  dependent  on  the  physician  for  statistics  of 
the  prognosis  of  this  condition  in  the  absence  of  surgical 
treatment ;  and  when  surgeons  were  told  by  physicians  that 
tuberculosis  was  an  incurable  disease  in  their  hands  they 
could  only  assume  that  their  statement  was  correct,  and  draw 
any  conclusions  as  to  what  followed  surgical  measures  on 
the  foundation  of  that  statement. 

The  surgical  treatment  of  peritoneal  tuberculosis  arose  as 
the  result  of  a  mistaken  diagnosis,  for  surgeons,  like  physi- 
cians, sometimes  make  such  mistakes.  AVhcii  one  surgeon 
after  another  had  made  such  a  mistake  which  had  led  them 
to  open  the  peritoneum,  and  when  it  was  found  that  patient 
after  patient,  the  subject  of  this  disease,  tuberculous  ])eri- 
tonitis,  said  by  the  physicians  to  l)e  incurable,  recovered,  it 
certainly  iui]ilie(l  to  their  minds  that   tlie  recoveiy  was  due 
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to  tlieir  intervention  ;  and  hence  it  came  about  that  the 
surgical  treatment  of  peritoneal  tuberculosis  was  established. 
The  whole  superstructure  of  the  treatment  by  laparotomy, 
however,  rests  entirely  on  the  physicians'  statement  that  the 
disease  was  one  that  was  not  amenable  to  medical  remedies. 
This  evening,  however,  they  had  heard  an  acknowledg- 
ment by  the  physicians  that  they  have  not  been  right  in 
this  view,  and  that  peritoneal  tuberculosis  is  a  disease  very 
amenable  to  curative  treatment  Avithout  any  operation. 
Under  those  circumstances,  he  (Mr.  Cheyne)  did  not  see 
that  he  could  discuss  the  advantag-es  or  disadvantages  of 
operation  at  the  present  moment.  He  must  wait  till  we 
know  whether  other  physicians  confirmed  this  very  positive 
opinion  which  had  been  enunciated  by  Drs.  Sutherland  and 
Guthrie ;  for  if  it  is  correct,  naturally  the  operation  of 
laparotomy,  as  an  operation  in  the  general  treatment  of 
tuberculous  peritonitis,  will  fall  to  the  ground.  As  Mr. 
Cheyne  had  already  said,  surgeons  have  been  performing 
laparotomies  all  these  years  and  founding  statistics  on  them 
because  the  physicians  not  only  told  them  in  their  writings 
that  they  could  not  cure  the  disease,  but  actually  brought 
the  cases  to  the  surgeons  to  opei'ate  on.  He  (Mr.  Cheyne) 
had  never  had  to  do  with  a  case  of  peritoneal  tuberculosis, 
in  the  first  instance ;  the  cases  which  he  had  had  were 
always  brought  to  him  by  a  physician  after  the  physician  had 
been  trying  to  cure  the  case  for  months,  and  had  at  length 
come  to  the  conclusion  that  his  attempt  was  a  failure.  It 
had  always  been  a  mystery  to  him  why  such  cases  should 
recover  after  opening  the  abdomen,  and  he  had  tried  a 
variety  of  theories  to  explain  it.  As  a  matter  of  fact,  in 
all  cases  in  which  he  had  opened  the  abdomen  the  condition 
of  matters  looked  so  very  bad  that  he  had  always  given  the 
friends  a  rather  hopeless  prognosis,  and  yet  in  a  consider- 
able number  the  patients  had  recovered.  It  struck  Mr. 
Cheyne  as  a  very  curious  thing  that  physicians  had  not 
discovered  this  curability  of  peritoneal  tuberculosis  before 
now,  and  that  when  the  physician  got  tired  of  watching 
such  cases  and  came  to  the  surgeon  the  surgical  treatment 
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coincided  witli  the  commencement  of  the  recovery.  In 
conversation  Dr.  Sutherland  liad  indicated  with  regard  to 
]ieritoneal  tul)ercnh)sis  tliat  it  ran  a  definite  course,  gettino" 
woi'se  tor  a  time,  and  tlien  a  period  came  when  recovery 
began.  He  (Mr.  Cheyne)  did  not  know  whether  this  was 
anytliing  more  tlian  a  theory  ;  all  that  he  could  say  was  that 
it  was  very  remai'kahle  that  this  change  in  tlie  course  of  the 
disease  coincided  with  the  period  when  the  physician  had 
got  tired  of  watching  these  cases  and  brought  tlu'ui  to  the 
surgeon. 

When  he  heard  of  the  remarkable  change  of  front  on 
the  part  of  Dr.  Sutherland  and  Dr.  (luthrie,  he  thought 
that  some  new  remedy  had  been  introduced,  that  they  had 
discovered  some  fresh  drug  which  cured  peritoneal 
tuberculosis,  but  lie  found  that  that  was  not  the  case. 
What  had  hap])ened  was  that  they  had  learned  to  diagnose 
the  disease.  It  a])peared  that  physicians  had  been  making 
mistakes  in  the  diagnosis  all  these  years,  and  that  as  the 
result  of  the  efforts  of  the  surgeon  they  had  discovered 
that  many  cases  of  chronic  inflammation  of  the  ])eritoneum 
which  they  had  previcnisly  looked  on  as  of  sini])le  origin 
were  in  reality  tuberculous.  Hence,  in  former  years  a  great 
many  cases  of  tubei-culous  jieritonitis  were  excluded  from 
the  diagnosis  of  tuberculosis,  and  only  the  worst  and  most 
hopeless  cases  were  so  recognised.  Mr.  Cheyne  was  not 
disinclined  to  agree  with  the  physicians  as  to  this  mistake 
that  they  had  l)een  making  in  the  diagnosis,  aiid,  as  he  had 
already  said,  he  considered  that  the  situation  was  now  a 
new  one  altogether,  and  that  while  he  would  even  now  not 
refuse  to  perform  a  la])arotomy  in  any  case  of  tu1)erculous 
peritonitis  brought  to  him  by  a  ]ihysician  where  the  long 
continuance  of  medical  treatment  had  failed  to  ameliorate 
matters,  he  did  not  feel  that  lie  could  sti-ongly  achocate  the 
use  of  surgei'Y  in  this  condition  till  furtliei-  statistics 
indicating  the  real  prognosis  luiil  been  collected. 

When,  liowever,  I  ))•.  (iutlirie  says  tliat  sui'gical  ti'eatiiieut 
is  of  no  vabu',  y\r.  Clieyne  was  inclined  to  disagree  witli 
that  view.      Wlu'tliei-  it    was    a    necessity   for   the    patient's 
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I'ecovery  was  a  point  that  lu'  was  quite  prepared  to  liold 
open  to  question  till  the  ph^ysiciaiis  had  settled  the 
prognosis  of  the  disease,  Init  that  improvement  undoubtedly 
followed  surgical  treatment  he  was  perfectly  convinced. 
His  ex])erience  seemed  to  jioint  to  the  fact  that  some 
conditions  in  the  peritoneal  cavity  were  altered  l)y  the 
operation,  with  the  result  that  improvement  followed,  and 
he  could  not  look  on  the  frequent  inq^rovement  which  did 
follow  even  in  bad  cases  as  always  a  coincidence.  As  a 
matter  of  fact,  physicians  were  so  accustomed  nowadays  to 
brilliant  results  when  their  cases  got  into  the  hands  of 
surgeons  that  they  expected  the  same  thing  to  happen  in 
every  instance.  He  (Mr.  Cheyne)  must  confess  that  he 
had  never  seen  any  sudden  im]n'ovement  follow  laparotomy 
in  })eritoneal  tuberculosis,  and  it  is  prol)ably  the  aljsence  of 
this  sudden  improvement  that  had  led  Dr.  (ruthrie  to  his 
very  drastic  conclusion.  In  Mr.  Cheyne's  experience  the 
beneficial  change  had  l)een  a  gradual  owe. 

While,  however,  he  was  prepared  to  suspend  his  judgment 
as  regards  the  general  use  of  lajiarotomy  as  a  method  of 
treatment  of  tuberculous  ])eritonitis,  there  were  of  course 
many  cases  of  this  disease  where  surgery  was  necessary  to 
save  the  ])atient's  life,  more  especially  cases  of  obstruction, 
and  where  even  Dr.  Guthrie  would  hardly  dis])ute  that  the 
surgeon  was  of  some  little  value. 

He  was  much  interested  in  Dr.  Sutherland's  statistics, 
and  it  occurred  to  him  as  Dr.  Sutherland  was  talking  that 
something  else  might  be  proved  from  that  gentleman\s 
statistics  than  what  he  had  deduced.  Di'.  Sutherland  said 
very  accurately  that  41  cases  were  treated  and  29 
recovered.  He  then  went  on  to  contrast  medical  and 
surgical  treatment,  and  he  said  that  so  many  cases  were 
treated  medically  with  81  "3  per  cent,  of  recoveries,  and  so 
many  surgically  with  50  per  cent,  recoveries.  But,  Dr. 
Sutherland  forgot  to  mention  that  the  cases  which  he 
brought  to  the  poor  surgeon  were  the  bad  cases  ;  at  any 
rate,  those  which  had  been  brought  to  Mr.  Cheyne  by  Drs. 
Sutherland  and  Guthrie  Avere  all  of  them   very  bad  cases, 
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and  he  tliouglit  that  he  could  safely  conclude  that  they 
kept  the  hest  cases  for  themselves.  He  therefore 
submitted  tliat  this  contrast  l)etween  the  cases  treated 
medically  and  the  cases  treated  surgically  was  not  a  fair 
one.  What  really  was  the  fact  from  these  statistics  was, 
that  of  cases  whicli  went  on  so  well  that  surgical 
interference  did  not  seem  to  ])e  desirable  81  ])er  cent, 
recovered  ;  while  of  those  which  were  doing  liadly  and 
were  submitted  to  tlu^  surgeon  50  per  cent,  recovered,  and 
he  considered  that  tliat  was  a  very  admirabk*  result  of 
surgical  treatment. 

He  would  like  to  make  another  alteration  in  Dr. 
Sutherland's  statistics.  That  gentleman  said  that  19 
cases  of  those  which  recovered  were  under  observation 
for  more  than  a  year,  but  of  these  19  cases  7  were 
surgical  cases  which  recovered  entirely.  vSubtracting 
7  from  19  leaves  12  out  of  27  cases  treated  medically 
which  recovered  and  were  under  observation  for  more 
than  a  year,  so  that  it  works  out  that  of  the  cases 
under  observation  for  more  than  a  year  44  })er  cent,  had 
recovered  under  medical  treatment,  while  oO  per  cent,  had 
recovered  under  surgical  treatment ! 

[Read  at  the  Special  Meeting  for  the  di.scnssion  of  Tnher- 
culou.s  Peritonitis,  December  the  12th,  1902.) 

Discussion. 

Dr.  Robert  Hutchison  wished  to  bring  forward  one  poiut  in 
conneetiou  with  the  discussion,  namely,  as  to  whether  the 
meeting  was  not  riuining  the  risk  of  confusing  two  conditions 
which  were  essentially  different  :  in  the  first  place,  tubercidous 
peritonitis  occurring  per  se  where  the  disease  was  primarily  in 
the  abdominal  organs  and  remained  there  ;  and  in  the  second 
place,  tid^erculous  peritonitis  occurring  simply  as  a  phase  of 
generalised  tid)erculosis.  He  thought  the  value  of  the  many 
interesting  ])apers  to  which  the  members  had  listened  that  after- 
noon had  l)een  somewhat  detracted  fnnn  by  a  failure  to  recognise 
that  distinction.  In  no  part  of  tlie  discussion  was  it  more  ini- 
|>()rtant  to  rec(,)gnise  such  a  distinction  than  when  dealing  with 
prognosis,  because  he  thought  all  would  admit  that  general 
tubercidosis  was  almost  always  fatal.  Prol)al)ly  all  would  also 
agree  that  tuhercvdosis,  as  long  as  it  remained  limited  to  the 
peritoneal  cavity  and  al)doiuinal  organs,  ott'ered   unusual  chances 
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of  complete  recovery.  He  admitted  with  Dr.  Sutherland  that 
one  ought  to  speak  cautiously  about  recovery  in  connection  with 
tuberculous  peritonitis,  because  it  was  possible  for  that  condition 
to  become  generalised  later,  after  the  disease  had  been  quiescent 
for  a  time.  He  wished  to  ask  if  any  one  present  had  any 
explanation  to  suggest  as  to  why  in  abdominal  tuberculosis  the 
prognosis  should  be  so  much  better  than  when  the  disease  was 
elsewhere,  such  as  in  the  hmgs.  He  had  heard,  or  read  some- 
where, that  evidence  had  lately  been  produced  in  Germany  to 
show  that  abdominal  tuberculosis  in  children  was  really  bovine 
tvibercidosis,  and  that  it  was  a  liifferent  thing  from  the  tuliercle 
starting  in  most  other  places.  It  was  suggested  that  that  was 
why  the  prognosis  Avas  so  much  better  than  when  the  disease 
attacked  the  lungs. 

With  regard  to  the  ascitic  form  of  the  disease,  he  asked 
whether  there  might  not  lie  a  form  of  simple  inflammatory 
eft'vision  into  the  peritoneum  which  could  not  be  distinguished 
clinically  from  tuliercidosis.  At  one  of  the  Grerman  Congresses 
the  possible  existence  of  such  a  form  was  admitted,  and  he 
would  like  to  hear  whether  any  one  present  had  any  proof  to 
offer  that  there  was  such  an  inflammatory  ett'vision  which  might 
be  mistaken  for  tul^erculous  disease,  and  so  account  for  the 
more  favourable  prognosis  which  tuberculous  peritonitis  seemed 
to  offer. 

Dr.  Christopher  Heywood  (Irlams-o'th'-Height,  Salford) 
said  he  supposed  he  was  right  in  stating  that  no  drug  had  yet 
been  found  which  had  any  decided  effect  upon  tubercle  bacilli  in 
the  body.  Our  object  miist  therefore  be  to  so  improve  the 
nutrition  of  the  tissues  that  the  cells  could  perform  again  the 
action  which  they  normally  did  in  health,  and  become  capalile  of 
resisting  and  destroying  the  bacilli. 

Even  though  cases  of  tubercidous  peritonitis  at  times  re- 
covered withoiit  any  treatment  at  all,  yet  physicians  should  do 
their  best  to  help  the  tissues  to  overcome  the  micro-organisms. 
He  wished  to  bear  his  testimony  to  the  value  of  arsenic,  a  drug 
which  acted  powerfully  on  trophic  nerves.  The  form  of  arsenic 
which  he  had  used  for  some  years,  and  which  he  found  very 
valual)le,  was  the  combination  of  bromide  of  gold  and  liromide 
of  arsenic  ;  this  rarely  produced  vomiting  or  diarrhoea,  and  acted 
as  a  strong  tonic.  The  gold  appeared  to  assist  the  arsenic  in 
improving  the  nutrition  of  the  cells  and  so  increasing  the 
resisting  power  of  the  tissues. 

Mr.  F.  C.  Abbott  said  there  was  no  further  occasion,  after 
Mr.  Watson  Cheyne's  remarks,  to  defend  the  surgical  against 
the  medical  treatment  of  the  condition.  Probably  all  knew  of 
cases  in  which  the  physician  had  himself  tried  surgery  in  so  far 
as  tapping  the  abdomen  went,  and  in  which  laparotomy  was 
performed   afterwards.     Of  course,   both  Dr.  Guthrie  and  Mr. 
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Watsou  Clieyne  agreed  that  surgery  was  required  in  the  more 
grave  cases.  He  would  have  liked  Mr.  Cheyne's  opiuiou  us  to 
what  should  be  done  iu  cases  where  there  was  obviously  ascitic 
fliiid  over  the  front  of  the  abdomen,  but  behind  that  a  matting 
of  intestines  with  abscesses  and  pus-laden  loculi.  On  finding- 
such  a  case  shoidd  one  go  further,  or  be  content  with  evacuating 
the  fluid  r  By  proceeding  further  one  risked  that  serious  trouble, 
a  tiiberculous  faecal  fistida.  His  experience  was  that  it  was 
l)etter  to  leave  such  a  case  alone. 

Mr.  R.  H.  Anglin  Whitelocke  (Oxford)  had  operated  on 
onlv  one  case  of  tuberculous  uterine  appendages  in  a  child. 
With  regard  to  those  cases  in  which  there  was  matting  of  the 
intestines,  he  had  followed  Mr.  Abliott's  practice  of  leaving  the 
adhesions  alone,  and  had  often  been  astonished  to  see  such  cases 
recover,  even  where  there  had  been  adherent  omentum,  and 
without  their  subsequently  suffering  from  intestinal  oV)struction. 
In  such  cases  he  simply  put  in  a  gauze  drain  for  twenty-four  hours, 
and  sealed  up  the  abdomen  as  soon  as  possible  afterwards.  It 
was  not  wise  to  leave  the  drain  in  longer,  on  account  of  the  risk  of 
a  tubei'culous  sinus.  One  case  was  handed  over  to  him  by  a 
physician  in  which  the  whole  peritoneal  cavity  was  filled  with 
serum,  and  it  seemed  a  hopeless  one,  yet  it  ultimately  recovered. 
Such  cases  surely  led  one  to  believe  that  sm-gical  measures  were 
necessarv  for  the  disease. 


26.  A   CASE    OF    SYPHILITIC    ENDAETERITIS   AND 
NEPHEITIS    IN    AN    INFANT. 

By  G.  a.  SUTHERLAND,  M.D., 

AND 

J.  W.  THOMSON  WALKER,  CM. 

A.  C — ,  a  teniak'  sixteen  nioutlis  old,  was  admitted  into 
Paddiug'toii-dtreeu  Cliildrcu's  H(»s])ital  on  Se])teuibtM'  tlu- 
20tli,  ]i)()l.  Thv  ))arents  were  Italians,  and  the  father, 
who  was  said  to  have  had  syphilis,  had  died  of  heart 
disease.  Thei'c  had  l)een  one  otlu-i'  child,  who  was  still- 
born. 'I'he  ])atieiit  liad  appeart'd  to  be  healthy  u|)  to 
the  a^'e  of  six  mouths,  when  the  right  eye  was  noticed  to 
hv  inflanied  ;  the  left  soon  beeanu'  similarly  affected,  and 
she   began   to   lose  tiesh.       Diirinu'   the   two  months   before 
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admission  she  had  wasted  rapidly,  and  had  taken  in  tlie 
wa_y  of  nourishment  only  a  little  beef  tea. 

On  admission,  she  was  distinctly  emaciated,  weighed 
12  lbs.,  and  presented  evidence  of  congenital  syphilis  in 
the  wizened  face,  the  muddy  complexion,  and  the  sores 
around  the  anus  and  on  other  parts  of  the  skin.  She  lay 
in  a  semi-comatose  condition,  taking  no  notice  of  anything, 
without  voluntary  movement,  crying  slightly  only  when  dis- 
turbed, and  never  snnling.  Owing  to  severe  double  ulcera- 
tive keratitis,  with  perforation  of  the  cornea  in  the  left  eye, 
she  was  unable  to  see,  and  it  was  impossible  to  examine  the 
discs.  There  were  slight  but  definite  evidences  of  rickets 
in  the  lonjj'  bones.  The  rio'ht  forearm  was  bent  about  the 
middle,  the  result  evidently  of  an  old  green-stick  fracture. 
The  right  arm  lay  motionless,  apparently  paralysed,  and 
did  not  respond  to  any  change  of  position.  In  marked 
contrast  to  this  were  curious  movements  of  superprona- 
tion  in  the  left  arm,  suggesting  athetosis.  Sensation  was 
dulled  generally,  and  the  plantar  retiexes  were  active. 
The  spleen  was  enlarged  and  extended  about  an  inch  below 
the  ribs.  The  cardiac  action  was  weak,  but  there  was  no 
evidence  of  organic  disease.  Tlie  lungs  and  liver  and  tem- 
perature were  normal.      Mercurial  treatment  was  adopted. 

During  the  seventeen  days  that  she  lived  in  the  hospital 
there  were  few  changes  to  be  noted.  At  times  she  passed 
a  considerable  amount  of  blood  and  mucus  per  anum, 
without  other  evidence  of  intestinal  disturbance.  The  right 
ai'm  became  rigid,  and  the  same  condition  extended  to  the 
lower  extremities,  the  toes  und  feet  becoming  fixed  and 
pointed.  There  was  also  definite  retraction  of  the  head. 
On  one  occasion  there  was  retention  of  urine,  and  urine 
drawn  off  by  the  catheter  was  pale  in  colour,  and  con- 
tained a  small  amount  of  all;)umen.  On  another  occasion 
she  had  an  attack  of  hy]ier]\vrexia,  the  temperature  rising 
to  106'4'^  F.,  with  signs  of  extreme  collapse.  There  was  no 
improvement  under  the  mercurial  treatipent,  and  she  sank 
gradually  with  increasing  coma  and  rigidity,  the  latter 
condition  beino-  verv  marked  before  death. 
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Post-mortem  rejjort.- — The  body  'was  emaciated.  On 
removing  the  dura  mater  a  quantity  of  clear,  .straw- 
coloured  Huid  was  present  in  the  subarachnoid  space, 
being  most  abundant  over  the  left  frontal  lobe.  The  left 
frontal  lobe  was  small  and  shrunken,  the  convolutions  in 
front  of  the  fissure  of  Rolando  being  crowded  together 
and  greatly  diminished  in  size,  and  the  substance  of  the 
lobe  soft  and  ditfluent.  The  lateral  ventricles  contained 
a  slio'ht   excess  of    clear  fluid.      The   cut  end    of  the  left 


Fig.  17. 
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internal  carotid  artery  projected  rigidly  from  the  u])turiied 
base  of  the  brain,  its  lumen  being  open,  and  the  wall 
thick  and  white.  'J'here  Avas  also  thickening  and  I'igidity 
of  tlic  wall  of  the  left  middle  nud  anterior  cerebral 
arteries,  and  a-  snudl  segnu-nt  of  the  basilar  artery  showed 
a  similar  change.  On  mici'oscopic  examination  of  the  left 
middle  cerebral  artery  the  pathological  changes  seen  in 
Fig.  17  were  ob.served.  In  the  adventitia,  a  wedge-sliajied 
area  with  its  liase  outwards,  c()m])iMsing  al)oiit  one  eighth 
of  the  eireniiifei'ence,  was  intiltrated  with  small  round  ei'lls, 
and  the  vasa  vasorum  were  here  dilated  and  increast'd  in 
nunilx'f.      This  change  was  ])resent  on    the   coi-i-esjxmding 
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part   of  the   tunica  media,    and    completely    ()l)scured    the 
muscle-fibres. 

The  fibres  of  the  elastic  lamina,  corresponding  to  this 
infiltrated  area  in  the  outer  and  middle  coats,  were  sepa- 
rated from  each  other  by  small  round  cells,  the  elastic 
layer  being-  broader  but  less  compact.  At  another  part  of 
the  artery,  a   well-marked   strand   of  elastic  tissne,  appa- 

Fk4.  18. 


rently    of    ncAV    formation,    jienetrated   into   the    thickened 
tunica  intima. 

The  changes  in  the  intima  were  more  marked  than 
those  in  the  other  coats,  and  were  not  confined  to  one 
segment  of  the  circumference.  The  endothelium  showed 
abundant  prolifei-ation,  but  the  greater  ])art  of  the  intima 
had  the  appearance  of  granulation  tissue,  the  capillaries 
beino-  derived  from  the  infiltrated  area  of  the  outer  coat. 
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The  vio-lit  kidney  was  mncli  enlarg-ed  and  deeply 
tissui-i"(l.  The  ea])sule  stri|)})ed  easily,  and  exposed  a 
surface  sti|)])led  with  yellow  dots  and  a  tew  pea-sized 
yellow  areas.  On  section  (see  Fig".  18),  only  the  upper 
pole  of  the  kidney,  about  one  fifth  of  the  cut  surface,  Avas 
normal  in  a]i]^eai'anee.  The  rest  of  the  cortex  had  a 
brilliant  ])inkish-yellow  colour,  with  here  and  there  small 
wedH'e-sluqK'd  or  irreg-ular  areas  of  apparently  normal 
kidney  tissue.      The  limit  of  the  rhanu'e  in  the  cortex  was 
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sharp]\-    (h'Hned     from     the     noiMiial     kidney     tissue.        Tl 
pyramids  were  of  a   dark  reddish-lu'own  colour,  c-ontrasting 
strongly  witli  the  bright  yellow  cortex. 

The  remil  ])clvis  and  arteries  were  noi'nuil. 

On  microscopic  examination,  the  interstitial  tissue  of 
the  cortex  was  densely  infilti'ated  with  round  cells 
(Fig.  H>).  Here  and  there  the  intiltratiou  was  so  dense 
that  the  tuliuh's  and  glonu'ruli  were  oliscui'cd.  In  other 
areas,  for  the   nio.st  })art   subcai)sular,   the    infiltration    was 
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absent.  Fine  capillary  vessels  were  found  in  the  in- 
filtrated areas,  and  here  and  there  their  contents  had 
escaped  into  the  surrounding-  tissues.  The  adventitia  of 
the  larger  vessels  was  infiltrated  hy  closely  packed  small 
round  cells,  but  the  media  and  intinia  were  unchanged. 

The  kidney  tubules  were  widely  separated  by  the  in- 
filtrated interstitial  tissue.  The  lining  epithelium  was 
somewhat  granular  in  appearance,  and  in  many  tubules 
the  lumen  was  filled  with  casts  of  homogeneous  material  or 
masses  of  round  cells.  In  the  jnitches  of  dense  infiltra- 
tion the  epithelium  was  shed  and  blocked  the  lumen  of 
the  tubule.  A  few  of  the  glomeruli  showed  a  slight 
increase  in  their  nuclei,  but  the  majority  displayed  no 
change.  In  the  medulla  round-cell  infiltration  was  present, 
but  only  to  a  slight  degree.  In  this  part  of  the  kidney 
there  was  engorgement  of  the  blood-vessels,  and  the 
straight  tubules  contained  casts  of  round  cells. 

The  left  kidney  was  slightly  increased  in  size.  The 
changes  in  its  substance  were  similar  in  character  to  those 
in  the  right  kidney  but  nnich  less  marked  in  degree. 

Since  the  completion  of  this  paper  another  case  of  con- 
genital syphilis  has  been  examined  in  the  post-mortem 
room  at  the  Paddington-Green  Children's  Hospital,  and 
disease  of  both  kidneys  was  present.  'i'his  patient  Avas  a 
female  infant,  eight  months  old.  When  first  seen  she 
had  a  small  lump  over  the  right  frontal  region.  She  was 
ordered  half-grain  doses  of  grey  powder  twice  daily.  A 
week  later  she  Avas  found  to  be  suffering  from  an  acute 
septic  sore  throat,  general  purpura,  and  hyperpyrexia. 
She  died  within  twenty-four  hours  of  admission. 

There  was  nothing  in  her  family  or  personal  history 
pointing  to  syphilis,  but  her  appearance  at  the  first 
examination  was  considered  diagnostic  of  that  affection. 

Po.s-f-)n()rfe)ii  e.raminafion.  —  The  ossification  of  the 
cranial  bones  was  remarkably  incomplete,  the  various 
bones  of  the  cranium  being  widely  separated.  A  space  the 
breadth  of  two  fingers  separated  the  squamous  portion  of 
the  temporal   bone  from  the   left  ]iarietal,  the    gap  being- 
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bridged  by  membrane.  There  was  a  larg-e  collection  of  clear 
straw-colonred  iluid  in  the  cistenue  basalis  and  pontis,  and 
the  lateral  ventricles  were  distended  with  similar  fluid.  .\ 
circumscribed  patch  of  yellow  lym])h  about  the  size  of 
half  a  crown  was  present  on  the  under  surface  of  the  right 
tem])oral  lobe.  The  arteries  of  the  circle  of  AVillis  and 
brain  showed  no  almormal  changes  to  the  luiked  eye. 
There  was  sloughing  ]diaryngitis  and  tonsillitis. 

Left  l-i(l}iei/. — This  was  slightly  enlarged;  its  capsule 
stripped  easily,  exposing  a  healthy  surface.  On  section, 
the  cortex  was  of  normal  breadth.  The  cut  surface  as  a 
whole  was  ])ale  in  colour,  with  here  and  there  ])ale 
yellowish  patches  in  the  cortex.  'Jliese  patches  were  most 
marked  at  an  area  midway  between  the  up])er  and  lowei' 
poles,  and  the  convex  border  of  the  kidney  was  more 
prominent  over  this  ])art.  Tlie  patches  gave  the  im- 
pression of  an  infiltration  of  the  cortex,  and  were  unlike 
the  colour  seen  in  fatty  changes.  At  the  bases  of  the 
])yramids  there  were  well-marked,  dark,  luemorrhagic 
s])ots.      The  pyramids  were  normal. 

Hi(jhf  ki<hiri/.- -This  was  not  eidarged  ;  the  capsule 
strijiped  readily.  'J'he  cut  surface  was  pale  throughout, 
but  showed  none  of  the  ]mtches  of  infiltration  seen  in  the 
lefi  kidney.  There  were,  however,  several  s])ots  of  ei-chy- 
mosis  similar  in  ])osition  to  those  in  the  other  organ. 

The  microseo]nc  examination  of  the  kidneys  tlemoii- 
strated  changes  similai'  to  those  found  in  the  pi-evious 
case.  There  was  the  same  diffuse  infiltration  of  the 
cortex  with  round  cells,  the  change  being,  however,  more 
uniform  without  tlie  ])atches  of  dense  infiltration  seen  in 
the  first  case.  The  gh^meruli  and  tubules  were  noi-mal, 
but  were  widely  se])arated  Ity  the  infiltration.  The 
<'])ithelium  of  tlie  tubules  was  unchanged.  The  vessels  of 
the  cortex  were  engorged  with  hlood.  in  filtration  was 
])resent  also  in  the  interstitial  tissue  of  the  pyramids,  but 
was  iinich  less  nuirked,  and  towards  the  a))e.\  of  the 
])yramid  was  entirely  absent.  There  wvrc  none  of  the 
changes  found  in  clironic  ne})hritis. 
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111  the  first  case,  there  are  two  pathological  conditions, 
each  of  them  of  interest  when  considered  alone,  and  both 
rendered  doubly  interesting-  l)y  their  combination  in  the 
same  case. 

Let  us  take  first  the  disease  of  the  cerebral  arteries. 
The  condition  is  one  of  arteritis  obliterans  of  the  cerebral 
arteries  alone,  occurring  in  a  syphilitic  child,  and  is  there- 
fore an  example  of  Heubner's  syphilitic  endarteritis. 
Microscopically,  there  is  nothing  to  distinguish  this  con- 
dition from  a  similar  obliterative  process  which  takes 
place  in  chronic  inflamed  areas,  in  arteries  after  ligature, 
and  in  the  neighbourhood  of  tumours,  and  the  diagnosis, 
therefore,  rests  upon  the  localisation  of  the  arteritis  to  the 
cerebral  arteries,  the  history  of  syphilis,  and  the  absence 
of  any  of  the  other  causes  just  mentioned. 

The  process  was  considered  by  Heubner"'^  to  be 
primarily  a  proliferation  of  the  tunica  intima,  and  he 
believed  that  the  changes  found  in  the  muscular  tunic  and 
the  adventitia  were  secondary,  and  were  by  no  means  an 
integral  part  of  the  process.  Friedlander  t  and  Baum- 
garten,+  on  the  other  hand,  refer  to  the  adventitia  as  the 
starting-point  of  the  process.  We  are  inclined  to  agree 
with  the  latter  authorities  in  laying  greater  stress  on  the 
changes  in  the  vasa  vasorum  of  the  adventitia  than  the 
proliferation  of  the  endothelium. 

It  is  certainly  possible  to  cut  sections  in  which  no 
change  is  apparent  in  the  middle  and  outer  coats,  ])ut  it 
will  be  found  that  in  other  sections  in  the  immediate 
neighbourhood  there  is  well-marked  infiltration  around, 
and  increase  in  number  of  the  vasa  vasorum. 

The  process  appears  to  consist  in  the  production  of 
granulation  tissue  in  the  vessel  wall  Avhich  begins  in  the 
outer  coat,  but  only  reaches  its  greatest  development  in 
the  intima.  The  vessels  of  this  granulation  tissue  are  de- 
rived  from  the  vasa  vasorum,  a  very  easily  observed  fact, 

*  '  Die  luetische  Erkrankiiug  der  Hirnarterien,'  Leipzig,  1874. 
+  '  Centralbl.  f.  d.  med.  Wissensch.,'  1870,  No.  4. 
+  '  Yirchow's  Archiv,'  Ixxiii,  S.  90,  1878. 
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and  it  is  not  unreasonable  to  suppose  that  the  infiani- 
niatory  phenomena  commence  in  the  vasa  vasoruui  tlu'ui- 
selves.  Changes  in  tlie  elastic  lamina  are  very  con- 
stant, and  it  has  l)een  said  that  the  development  of  a 
secondary  layei'  of  ehistic  tissue,  such  as  our  sections  show, 
is  very  characteristic  of  the  syphilitic  form  of  the  ohlitera- 
tive  arteritis.  We  are  not,  however,  convinced  tliat  this 
phenomenon  has  nnich  diagnostic  value. 

Sv])hilitic  arteritis  is  an  luicoiiniion  coni])hcatiou  of 
congenital  syphilis. 

Heubner's  original  cases  were  all  adults,  aiul  so  wci-e 
the  cases  on  which  the  observations  of  nearly  all  the 
subsequent  writers  were  based.  r)nly  a  few  isolated  cases 
of  arteritis  syphilitica  in  congenital  sy])hilis  are  found  in 
the  literature,  such  as  those  of  Barlow"^  and  Cliiari.t 

The  occurrence  of  this  ])roc(>ss  in  the  early  months  of 
congenital  syphilis  raises  a  ])oint  of  some  interest.  Sy]ihi- 
litic  arteritis  is  usually  looked  u])on  as  a  tertiary  manifesta- 
tion, and  there  is  lu)  doubt  that  the  condition,  with  or  without 
the  presence  of  gummata  in  tlu-  immediate  neighbourhood 
of  the  affected  arteries,  may  coincide  with  tertiary  lesions 
and  chronologically  come  into  this  period.  '^I^hei'c  is, 
however,  undoubted  proof  that  the  combtion  nuiy  occui- 
during  the  secondary  ])eriod,  accom))anied  by  symptoms  of 
secondary  syphilis,  and  we  have  seen  sufficient  evidence, 
])ost-mortem  and  clinical,  to  feel  convinced  that  it  has, 
perhaps,  more  claim  to  be  considered  a  secondary  sy])hi- 
litic  process  than  a  tertiary.  Such  cases  as  the  one  under 
consideration  certainly  give  sii])port  to  this  view. 

When  we  turn  to  tlu'  i-cnal  changes  we  are  on  ground 
conunon  to  the  two  cases.  in  liotli  cases  the  process  con- 
sists of  a  diffuse  infiltration  of  the  interstitial  tissue  of  the 
c(jrtex,  and  in  Ixith  cases  tlu'rr'  is  undoubted  ])roof  of  con- 
genital sy])hilis.  Dr.  Stoerk,  of  \'ienna,+  has  reci'iitly 
described    the    effect    of    sy])hilis    iijxm    the  kidney   during 

*  'Trans.  Path.  Soe.  Ldii.l.,'  1S77,  -x.xviii,  p.  2S7. 

+  '  W'ien.  iiit'd.  Woclieiischr.,'  1881. 

I  '  Wien.  klin.  Woehunschr.,'  1901,  No.  41. 
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foetal  life.  An  arrest  of  development  takes  place,  or  at 
least  the  growtli  is  retarded,  so  that  at  birth  the  outer 
layer  of  cortex  contains  ini])erfectly  develo])ed  tulmles  and 
glomernli.  Such,  then,  is  the  condition  which  niay  truly  he 
called  the  congenital  syphilitic  kidney. 

In  the  two  cases  we  present  the  kidneys  are  fully  deve- 
lo])ed,  and  the  condition  in  no  way  corresponds  to  that 
described  by  Stoerk.  They  are  cases  of  interstitial  nephritis 
occurring  in  the  svibjects  of  congenital  syphilis,  and  what 
we  have  to  consider  is  how^  far  the  syphilitic  jxiison  is 
responsible  for  the  production  of  the  condition. 

It  is  recognised  that  the  aetiology  of  nephritis  in  child- 
hood is  in  many  cases  extremely  uncertain. 

Dr.  Leonard  Guthrie,"^  in  1897,  when  discussing  eight 
cases  of  chronic  interstitial  ne])hritis  in  childhood,  insisted 
upon  this  uncertainty.  More  recently  Dr.  (luthriet  re- 
ported a  case  of  chronic  inter.stitial  nephritis  due  to 
congenital  syphilis,  and  he  says,  "  On  the  Avhole,  although 
evidence  is  far  from  being  conclusive,  I  am  inclined  to 
think  that  chronic  interstitial  r.ephritis  in  young  childi-en 
is  due  to  hereditary  syphilis." 

Massalongo  has  also  fully  described  a  case  of  chronic 
interstitial  nephritis  in  a  .syphilitic  child. 

On  the  other  hand,  cases  of  acute  inter.stitial  ne])hritis 
in  congenital  .syphilis  are  described  by  Cou]dand  §  and 
Stroebe.  || 

If  we  look  at  the  ])ost-mortem  records  of  cases  of  con- 
genital syphilis  we  get  some  idea  of  the  fre(piency  with 
which  renal  disease  is  found  in  this  connection.  Thus  w'e 
hud  that  Speiss^  has  collected  34  case.s,  10  of  which  had 
renal  disease. 

*  'Lancet,'  February  27th  and  March  13th,  1897. 

f  '  Reports  of  The  Society  for  the  Study  of  Disease  in  ChiL Iren,"  vol.  i, 
1901,  p.  69. 

I  Internat.  Congr.  Rome,  1S94,  '  Med.  Rec.,'  April  2Sth,  1S94. 
§  'Trans.  Path.  Soc.  Lond.,'  1S7I),  xxvii,  p.  303. 

II  'Centralbl.  f.  allg.  Path.,'  vol.  ii,  1891,  p.  1009. 

•[  "U.  die  verschiedenen  nierenaffektionen  hei  Syphilis  eonstitu- 
tlonalis,"  '  Inaug.  Diss.  Berl.,'  1S77,  quoted  by  Stroebe. 
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The  association  of  renal  disease  and  congenital  syphilis 
is  therefore  not  very  uncommon,  and  a  certain  numher 
of  cases  are  on  record  in  wjiich  interstitial  nephritis, 
either  acute  or  chronic,  has  occurred  in  these  sulijects 
without  any  very  evident  exciting'  cause. 

The  importance  of  syphilis  as  the  causative  factor  in 
these  cases  cannot,  we  thiidv,  lie  disregarded ;  we  would  go 
further,  and  state  our  belief  that  the  sole  cause  in  many 
cases  of  interstitial  neplii'itis  iii  ehildren  is  tlie  syphilitic 
poison. 

Nor  does  the  importance  of  this  cpu^stion  of  etiology 
cease  with  these  cases  occurring  in  childhood. 

The  early  changes  in  the  granular  kidney  of  adults  are 
still  speculative  and  the  cause  ol)scure.  We  are  in  accord 
with  Dr.  (ruthrie  when  he  suggests  that  hereditary  and 
acquired  syphilis  may  account  for  some  of  these  cases  also. 

It  is  possible,  and  we  believe  probable,  that  many  cases 
sueh  as  those  we  have  described  have  been  passed  over 
in  the  ])ost-moi-tem  I'oom.  For  although  in  one  of  the 
kidneys  of  the  first  case  the  changes  were  very  striking 
to  the  naked  eye,  yet  in  the  other  kidney  they  were  l)ut 
slight,  while  in  the  second  case  only  at  one  part  of  the  left 
kidney  was  there  any  change  likely  to  arrest  the  attention, 
and  this  did  not  b}'  any  means  lead  one  to  expect  the 
extensive  infiltration  revealed  by  the  microsco]K'.  Further, 
we  read  that  in  two  of  the  cases  described  (those  of 
Coupland  and  Stroel)e)  the  kidneys  showed  no  changes  to 
the  naked  eye. 

We  would  theri'fore  sul)mit  that  syphilis  plays  a  iiion' 
important  and  fre{[uent  rule  in  the  etiology  of  ne])hritis  in 
childhood,  and  ])erlia])S  alst)  of  adult  life,  than  has  hitherto 
been  recognised.  {Read  January  the  19f)i,  19Uo.) 


Discussion. 

The  Chairman  (Dr.  George  E.  5huttleworth)  (Kiehmnud), 
in  tliankin<>'  the  authors  for  their  valual)le  contrilmtiou,  suggested 
tliat  members  might  with  advantage  cduiijare  tlieir  experiences 
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with  regard   to   interstitial  nephritis    occurring  in    sulijects    in 
whom  there  was  reason  to  suspect  hereditary  syphilis. 

Dr.  Qeorge  Carpenter,  who  said  that  for  some  years  he  had 
been  collecting  clinical  material,  remarked  as  to  the  rarity  of 
sypliilitic  nephritis  in  infants,  in  his  experience,  and  related  his 
own  observations  on  that  condition.  The  history  of  one  case 
under  hiscareinNovemlier  and  Decemlier,  1889, was  as  follows:* — 
It  was  that  of  a  weakly-looking  female  infant,  aged  five  weeks. 
A  rash  appeared  when  she  was  two  weeks  old.  When  he  saw  her 
there  was  a  muco-purulent  discharge  from  the  nostrils,  and  she 
was  descj^iianiating  al)out  the  palms,  the  soles,  the  abdomen,  and 
the  ears,  and  to  a  less  extent  about  the  trunk  and  limbs.  There 
were  shallow  ulcers  on  the  lips,  a  yellow  crust  at  the  root  of  the 
nose,  and  yellow  scales  on  the  ears.  On  the  buttocks  were  some 
papules  with  crater-like  centres.  Her  organs  were  normal,  and 
the  eyes  and  buccal  cavity  were  free  from  disease.  The  urine 
was  not  examined.  She  was  ordered  Hydrargyri;m  cum  Creta  in 
grain  doses  thrice  daily.  A  week  from  the  time  of  her  first 
attendance  the  back  of  the  left  hand  was  found  to  be  puffy.  The 
following  week  there  was  a  deep  ulcer  with  a  yellow  unhealthy- 
looking  base  in  the  natal  fissure.  Exactly  three  weeks  from  the 
time  he  first  saw  her  both  eyelids  became  oedematous,  they  were 
white  and  waxy-looking,  and  there  was  then  pronounced  dropsy 
of  the  feet,  the  legs,  the  hands,  and  the  forearms.  He  drew  oif 
her  urine  by  catheter,  and  found  albumen  in  it.  and  examined  by 
the  microscope  there  were  hyaline,  epithelial,  and  a  few  blood- 
casts,  but  no  free  red  blood-cells  were  detected.  Whilst  i;nder 
observation  she  was  treated  with  mercury,  notwithstanding  the 
kidney  trouble,  and  without  oljvious  untoward  results.  She  died, 
and  at  the  post-mortem  examination  both  lower  lolies  of  the 
lungs  were  pneumonic.  The  kidneys  Avere  lobulated — a  not 
uncommon  appearance  in  infancy,  and  in  regard  to  their  naked- 
eye  semblance,  they  seemed  qvite  natural,  with  the  exception  that 
in  some  places  there  was  injection  of  the  interglobrilar  vessels. 
The  microscopical  lesions,  which  were  advanced,  were  patchy  in 
distribution,  and  were  tubular  and  interstitial,  a  mixture  of 
catarrhal  and  fibro-cellu'lal*  changes,  the  latter  predominating. 
In  some  instances  the  glomeruli  were  large  and  over-nucleated, 
and  their  capsules  thickened.  He  drew  attention  to  the  very 
early  age  of  his  infant  patient,  and  to  the  probability  of  the  con- 
dition having  started  in.  vfero.  He  had  seen  other  clinical 
examples.  One  was  that  of  a  female  infant  aged  six  months, 
who  had  an  extensive  and  typical  syphilide.  There  was  extreme 
general  dropsy  when  he  first  saw  her,  and  slight  swelling  of  the 
extremities    had    been    noticed    for    six    weeks.     He    passed    a 

*  '  Syphilis  of  Children,'  by  George  Carpenter,  M.D.,  vide  pp.  56,  57, 
A.D.  1901. 
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catheter,  but  the  hladder  was  iiufortiiuately  empty.  She  did  not 
attend  the  hospital  a^^'ain.  and  he  k)st  sight  of  her,  Init  from  her 
serious  condition  lie  hail  no  d(;>uVit  she  succumbed  to  the  disease. 

Dr.  Leonard  Guthrie  said  he  had  felt  special  interest  in  the 
case  brought  for^yard  by  Dr.  Sutherland  and  Mr.  Walker, 
because  the  views  expressed  by  the  authors  bore  out,  to  some 
extent,  the  ideas  he  l^rought  before  the  Society  some  two  years 
ago.  When  describing  a  case  of  chronic  interstitial  nephritis 
in  a  girl  aged  seven  years,  he  suggested,  though  he  had  very  little 
to  go  upon,  that  the  condition  might  lie  due  to  syphilis.  Other- 
wise it  was  difficult  of  explanation.  In  children  it  was  almost 
impossilile  to  attribute  chronic  interstitial  nephritis  to  the 
ordinary  caiises,  such  as  gout  or  alcohol,  nor  yet  to  post-scarla- 
tinal or  parenchymatous  nephritis.  Acute  interstitial  nephritis 
in  children  might  he  fatal,  Ijut  in  less  severe  cases  the  subjects  of 
it  might  Ka'c  on  to  a  considerable  age.  and  ultimately  die  of 
granular  kidney,  due  to  hereditary  or  perhaps  acquired  syphilis. 
He  thought  the  argument  was  supported  by  statistics  from 
hniatie  asylums.  It  had  been  stated  that  at  Colney  Hatch 
Asyhun  70  per  cent,  of  the  cases  which  died  had  granular 
kidney.  By  far  the  largest  proportion  of  deaths  in  lunatic 
asylums  Avere  due  to  general  paralysis  of  the  insane ;  and  it  was 
now  well  known  that  general  paralysis  of  the  insane  was  a  syphi- 
litic affection,  and  it  was  probable  that  the  granular  kidney 
which  affected  those  patients  was  also  syphilitic. 

Dr.  Q.  A.  Sutherland  said  that  in  Dr.  Carpenter's  case  that 
observer  had  the  advantage  of  making  a  diagnosis  during  life. 
In  Dr.  Carpenter's  case  there  was  oedema,  but  not  in  theirs. 
The  former  seemed  a  mixed  case,  for  the  glomeruli  were  con- 
sideraldy  changed,  whereas  in  Mr.  Walker's  and  his  case 
no  such  change  was  discernible.  He  was  glad  to  hear  Dr. 
Guthrie's  remarks,  for  his  writings  had  put  Mr.  Walker  and 
himself  upon  the  investigations  they  had  been  pursuing  on  the 
subject.  In  the  iirst  case  reported  in  the  present  paper  the 
child  was  admitted  into  hospital  in  an  unconscious  condition,  and 
remained  so  to  the  end.  The  opinion  was  hazarded  that  it 
might  l)e  endarteritis  or  cereln-al  thromliosis ;  Init  that  was  more 
or  less  of  a  guess,  l>ased  upon  the  evident  cerebral  condition  and 
the  rigidity  of  the  limits.  The  child  was  too  far  gone  for  treatment 
to  be  effective,  though  it  might  be  beneficial  in  a  case  Avhich 
was  recognised  earlier.  He  Icnew  Dr.  Guthrie  rather  hesitated  to 
employ  mercury  in  such  cases,  because  he  was  afraid  of  its  ett'ect 
upon  the  kidney ;  but  in  a  case  of  pure  interstitial  nephritis  he 
(Dr.  Sutherland)  did  not  think  merciu-y  woidd  do  much  harm. 

Mr.  Thomson  Walker  said  in  Dr.  Carpenter's  case  there 
were  no  changes  evident  to  the  naked  eye,  and  he  thought  quite 
a  numlter  of  such  instances  escaped  detection  because  there  woi> 
nothing  ol)trusive  to  arrest  attention. 


TRAUMATIC   CEPHALHYDROCELE.  147 


27.  TRAUMATIC    CEPHALHYDROCELE. 
By  J.  W.  THOMSON    WALKER,  CM. 

This  specimen  illustrate.s  a  condition  entirely  confined 
to  childhood. 

The  case  was  a  boy  of  13  years  who  received  a  blow  on 
the  head  producing-  a  scalp  wound.  The  wound  rapidly 
healed,  but  some  months  later  a  pulsating"  swelling  appeared 
at  the  seat  of  injury.  This  had  all  the  characters  of  a 
fluid  SAvelling-  communicating  ^x\t\\  the  interior  of  the 
cranium.  After  some  years  the  tumour  diminished  and 
finally  disappeared.     The  boy  died  of  scarlet  fever. 

A  scar  about  one  inch  in  length  was  found  in  the  scalp. 
The  calvarium  shown  displayed  the  following  appearances. 
In  the  line  of  the  coronal  suture  to  the  left  of  the  middle 
line  is  an  irregular  gap  about  1\  inches  long,  and  varying 
in  breadth  from  -jTrth  to  y^ths  of  an  inch.  The  inner  half 
of  the  gap  follows  the  coronal  suture,  the  outer  half  passing" 
outwards  and  backwards  into  the  left  parietal  bone.  From 
the  outer  limit  of  this  the  remains  of  a  repaired  fracture 
can  be  traced  for  another  1^  inches,  where  it  again  joins 
the  coronal  suture.  This  part  of  the  fracture  shows 
almost  complete  repair  on  the  outer  surface,  only  two  small 
gaps  being"  left,  but  on  the  inner  surface  the  attempt  at 
repair  is  very  slight.  The  edges  of  the  large  gap  are 
smooth  and  rounded,  the  anterior  edge  being  bevelled  at 
the  expense  of  the  inner  table,  Avhile  the  posterior  is 
l^evelled  at  the  expense  of  the  outer  table.  On  the  inner 
surface  of  the  frontal  bone  there  are  numerous  pits  and 
depressions  of  varying  size,  apparently  due  to  pressure. 
Beneath  the  gap  in  the  cranium  the  dura  mater  was 
deficient,  and  there  was  evidence  of  old-standing  injury  to 
the  cerebral  substance. 

The  condition  of  traumatic  hydrocele  is  uncommon,  and 
when  present  is  usually  cured  by  pressure,  so  that  an 
opportunity  of  examining  the  bones  does   not   often  occur. 
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It  lias  been  suggested  by  Koenig  that  should  pressure  or 
aspiration  fail  to  relieve  the  condition  the  bone  should  be 
exposed,  and  the  pericranium  stripped  up  and  stitched  over 
the  gap.     This  has  apparently  not  yet  been  attempted. 

[Bead  January  the  IQth,  1903.) 


28.  PUNCTUEED    FRACTURE    OF   THE    SKULL. 
By  J.  W.  THOMSON    WALKER,  CM. 

The  patient,  E.  B.,  a  male,  aged  7y|-ths  year.s,  was  ad- 
mitted into  the  Paddington-Green  Children's  Hospital  in  a 
comatose  condition,  and  died  fifteen  minutes  after  admission. 

There  was  a  history  of  long-.standing  otorrhoea  following- 
scarlet  fever.  Four  days  before  admission  he  received  a 
blow  on  the  head  with  a  broken  whip  with  a  projecting 
steel  core,  Avhich  caused  a  small  scalp  wound  over  the  left 
parietal  bone.  There  was  free  external  haemorrhage  but 
no  innnediate  cerebral  spnptoms.  Two  days  later  the  child 
had  a  "fit"  with  twitching  of  the  right  side  of  the  body, 
and  the  doctor  who  was  called  in  made  a  diagnosis 
of  meningitis  due  to  middle  ear  disease,  and  sent  the 
patient  to  the  Golden-Square  Throat  Hospital.  Dr.  Lambert 
Lack  sent  him  on  at  once  to  the  Paddington-Green  Children's 
Hospital. 

At  the  ]i(^st-mortem  examination  there  was  a  small 
punctured  wound  in  the  scalp  just  below  and  in  front  of 
the  left  2:)ari('tal  i-minence,  and  sTirrounding  this  a  limited 
Inematoma  of  the  scalp.  Tu  the  left  parietal  bone  there  was 
the  small  puncture  seen  in  the  sj^ecimen.  A  spicule  of  the 
inner  table  projected  inwards.  The  track  could  be  followed 
through  the  membriines,  and  (m  the  surface  of  the  parietal 
lobe  there  was  a  small  puncture  surrounded  by  ecchymoses. 
There  was  no  sign  of  meningitis  over  tlu'  convexity  of  tlu- 
hemispheres.     A  probe  passed  along  a  track  in  the  brain 
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substance  into  the  posterior  liorn  of  the  lateral  ventricle. 
For  about  an  inch  there  was  a  well-marked  track,  but 
internal  to  this  there  was  softening  of  the  brain  substance. 
There  was  early  septic  meningitis  at  the  base,  which  passed 
backwards  to  the  under  surface  of  the  cerebellum. 

There  was  no  trace  of  inflammation  passing  through  the 
bony  wall  of  the  tympanum  on  either  side.  The  left 
t-yanpanic  cavity  contained  some  thick  yellow  pus  but  the 
right  was  normah  The  principal  interest  attaches  to  the 
presence  of  middle  ear  disease  on  the  same  side  com- 
plicating the  diagnosis.       {Read  January  the  16th,  1903.) 


29.  A  CASE   OF   PARALYSIS   OF   THE   CEEYICAL 
SYIMPATHETIC   NEEVS. 

By    SYDNEY   STEPHEJ^TSOI^,  CM. 

Hekey  H' — ,  aged  5  months,  was  brought  to  my  out- 
patient department  at  the  Xorth-Eastern  Hospital  for 
Children  on  January  the  7t]i,  1903,  because  'Miis  left  eye 
had  been  getting  smaller  for  a  few  days." 

Upon  examination,  the  child  was  found  to  have  the  signs 
characteristic  of  paralysis  of  the  left  cervical  sympathetic 
nerve,  viz.  marked  drooping  of  the  left  upper  lid,  some 
recession  of  the  eyeball,  a  small  pupil,  and  some  reduction 
of  the  intra-ocular  pressure.  As  regards  the  pupil,  the  in- 
equality between  the  two  eyes  was  much  more  marked  in  a 
dim  light,  inasmuch  as  under  those  conditions  the  right 
(unaffected)  pupil  dilated,  Avhile  the  left  pupil  (affected) 
did  not  respond  to  darkness.  Hydrochloride  of  cocaine 
caused  no  appreciable  alteration  either  in  the  amount  of 
ptosis  or  in  the  size  of  the  pupil.  A  puckered  scab  was 
present  about  one  inch  aboAe  the  outer  third  of  the  left 
clavicle,  immediately  behind  the  posterior  border  of  the 
sterno-mastoid  muscle. 

The  histoiw  of  the  case  Avas  most  instructive.  It  appeared 
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that  on  December  tlie  20th,  1902,  the  child  was  brought  to 
the  hospital  on  account  of  a  large  and  hard  swelling 
in  the  left  side  of  the  neck.  Fluctuation  could  not  he 
definitely  felt.  A  surgical  colleague  made  an  oblique  inci- 
sion over  the  tumour,  and  evacuated  a  deep  abscess  by 
Hilton's  method.  No  l^are  bone  could  be  felt,  but  as  the 
abscess  extended  to  the  mucous  membrane  of  the  pharynx 
a  diagnosis  of  retro-pharyngeal  abscess  was  made.  Accord- 
ing to  the  mother's  statement,  nothing  was  noticed  amiss 
with  the  baby's  eye  until  the  above  operation  had  been 
performed.  No  amount  of  cross-examination  failed  to 
disturb  her  conviction.  The  child  left  the  hospital,  where 
he  had  been  an  in-patient,  on  December  the  28th,  1902, 
with  the  Avound  practically  healed.  There  was  no  rise  of 
temperature  during  the  time  he  stayed  in  the  institution. 

In  view  of  the  above  facts,  it  is  difficult  to  resist  the 
conclusion  that  the  operation  and  the  paralysis  were  inti- 
mately connected.  {Re<i(I  Januanj  the  16///,  1908.) 

Discussion. 

Dr.  Edmund  Cautley  asked  Avhetlier  there  was  any  dift'er- 
euee  in  the  blood-vessels,  or  any  difference  in  the  function  of 
sweating-  on  that  side. 

Mr.  Sydney  Stephenson,  in  reply,  said  he  would  try  to 
i;-et  the  parents  of  the  child  to  attend  with  it  at  the  next  meeting. 
He  had  observed  no  difference  in  the  blood-vessels  of  the  two 
sides  of  the  face.  The  mother  assured  him  the  baby  never 
sweated. 


80.  MICEOCEPHALY  WITH  UNUSUAL  MALDEVE- 
LOPMENT  OF  SKULL. 

By  LEONARD  GUTHRIE,  M.D. 

Dr.  LeoxakI)  CIuthkie  showed  an  infant,  aged  5  months, 
who  was  subject  to  this  deformity.  The  frontal  bone  was 
small,    narrow,    and    retreating.     The    superciliary  ridges. 


MALDEVELOPMENT  OF  SKULL.  151 


zygomas,  and  temporal  ridges  were  unduly  prominent. 
The  interfrontal  suture  was  marked  by  a  bony  ridge.  The 
parietal  bones  were  small,  and  the  left  overlapped  the  right. 
No  anterior  fontanelle  could  be  felt.  The  occipital  bone 
showed  a  beak-like  projection,  and  overlapped  the  two 
parietal  bones.  Thus  the  deformity  of  the  skull  seemed  to 
be  secondary  to  ill-development  of  the  brain.  The  child's 
features  were  normal  and  did  not  suggest  imbecility.  No 
other  deformity  was  present,  but  there  was  general  spasti- 
city of  all  the  limbs.  The  arms  were  flexed  and  the  Angers 
clenched,  so  that  the  nails  had  abraded  the  skin  of  the 
palms.  The  lower  extremities  were  rigid  and  the  reflexes 
exaggerated. 

There  was  no  history  of  a  similar,  or  of  any  congenital 
deformity  in  other  members  of  the  family. 

[Exhibited  January  the  16^/i,  1903.) 

Discussion. 

Mr.  A.  H.  Tubby  entered  a  protest  against  operating  upon 
such  children  as  Dr.  Grutlirie  had  shown.  His  own  experience 
was  that  some  years  ago  he  operated  upon  four  such  cases.  The 
first  was  rather  a  small  liaby  of  the  usual  type,  and  he  died 
suddenly  two  days  afterwards.  He  believed  the  second  case  was 
alive  now.  It  was  a  very  extensive  operation,  and  he  began  the 
operation  by  taking  out  a  linear  strip  of  the  left  parietal  bone, 
then  crossed  the  middle  line  with  difficulty,  on  account  of  the 
superior  longitudinal  sinus,  and  then  came  back  to  the  front  on  the 
right  side,  making  a  horseshoe  excision  of  bone.  The  child  was 
no  better  for  the  operation,  and  is  now  in  an  idiot  asylum.  In 
the  next  case  the  bone  was  very  thick,  and  he  encountered  an 
artery  as  large  as  an  adult  radial.  This  case  was  lost  sight  of. 
In  the  last  case  the  operation  seemed  to  have  a  better  result,  but 
the  child  had  summer  diarrhcea  which  proved  fatal.  It  was  an 
interesting  pathological  speculation  as  to  whether  the  condition 
of  the  brain  was  primary,  or  whether  the  skull  condition  preceded 
it.  His  belief  was  that  the  two  conditions  were  concurrent, 
because  one  frequently  found  in  such  cases  the  so-called  "  rabbit's 
intestine"  In-ain  and  |X)rencephalus.  The  condition  of  the  skull 
was  also  very  interesting.  What  was  the  cause  of  the  rapid 
and  abnormal  ossification  at  the  edges  of  the  sutures  ?  Where 
the  suture  should  Ije  there  was  simply  a  ridge  of  bone.  So  far 
as  could  be  judged,  craniectomy  was  quite  useless  to  cure  the 
condition. 
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Dr.  Edmund  Cautley  said  Dr.  Guthrie's  case  ^yas  very 
unusual  -with  reti'ard  to  the  shape  of  the  skull,  aud  in  that 
microcephalic  idiots  did  not  always  have  spasticity  of  the  limbs. 
He  had  had  a  similar  case  ilnder  care  a  consideralile  time.  The 
head  had  considerably  imjjroved  in  shape.  The  child  took  its 
food  even  better  than  an  ordinary  child,  aud  quickly  gained 
weight.  There  was  no  spasticity  of  the  limbs.  Such  cases 
could  not  well  be  classified  l)v  the  shape  of  the  skull  alone. 
In  some  microcephalic  idiots  there  was  a  defect  in  the  develop- 
ment of  the  brain :  but  in  otliers  the  condition  was  due  to  a  true 
encephalitis,  which  might  occur  at  birth  or  even  afterwards. 
Considerable  investigation  of  the  subject  was  required,  especially 
post  mortem. 

Dr.  Robert  Hutchison  said  he  had  recently  seen  two  cases 
almost  exactly  like  that  shown  by  Dr.  Gruthrie,  showing  the 
peculiarity  of  sutures  aud  considerable  spasticity,  though  not  so 
extensive  as  in  the  case  shoAvn.  He  had  seen  an  unusually  large 
niuuber  of  such  cases,  which  were  mostly  of  Jewish  parentage, 
and  would  be  glad  to  liear  if  that  was  the  experience  of  other 
members  also.  Many  of  his  cases  were  drawn  from  the  east 
end  of  London,  but  li.e  had  noticed  the  fact  also  in  children 
elsewhere.  Other  forms  of  mental  deficiency,  however,  were  not 
common  in  Jewish  children ;  for  instance,  Mongolianism  was 
extremely  luicommon  among  them. 

Mr.  George  Pernet  said  that  when  he  was  assistant  to  Sir 
Victor  Horsley  at  University  College  Hospital  he  had  done 
craniectomy  on  five  or  six  microcephalic  children.  One  of  two 
cases  was  of  the  Semitic  type.  In  ofte  instance  the  child  lived 
about  five  and  a  half  years  after  three  operations,  from  which  it 
derived  no  V)enefit.  It  died  of  some  pulmonary  affection.  In 
the  other  the  child  had  lieen  lost  sight  of.  In  another  case  the 
type  of  defect  was  Mongolian,  and  the  parents  were  English. 
One  child  had,  in  addition,  cross-legged  rigidity,  and  the  upper 
limbs  were  flexed  and  fixed.  The  child  was  also  blind.  When 
craniectomy  Avas  performed  he  noticed  the  skull  was  very  thick, 
and  on  accidentally  pressing  the  brain  substance  the  respiration 
Avas  momentarily  arrested.  As  soon  as  he  removed  his  finger 
respiration  was  resumed. 

Mr.  Tubby  said  that  Avhen  using  Hoffman's  forceps,  after 
making  the  trephine  opening,  A^ery  slight  movements  caused 
tem])orary  diminution  of  respiration,  doubtless  due  to  pressure 
on  tlie  cereltrum. 

Mr.  Pernet,  continuing,  said  none  of  the  childi'en  he  had 
uifutioiied  die  1  from  the  craniectomy  ;  there  Avas  no  complication, 
and  the  Avoiuids  healed  l)y  first  intention.  In  one  case,  that  of  a 
Mongolian  type,  there  Avas  an  improvement.  One  of  the  children 
suffered  from  ejjileptic  fits.  Tliis  t'liild  is  still  living,  and  is  noAV 
thirteen  years  old.     Several  operations  Avere  performed  upon  her 
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when  slie  was  between  two  and  three  years  of  age.  Dr.  J.  H.  E. 
Brock,  under  whose  care  the  chikl  was,  had  informed  him  that 
she  still  suffered  from  epileptic  attacks,  and  that  she  had  not 
been  benefited  the  slightest  by  these  operations.  Those 
craniectomies  were  done  when  microcephaly  w^as  thoixght  to  he 
due  to  premature  synostosis.  He  believed  it  more  likely  that 
the  brain  defect  was  the  primary  condition,  and  that  the  skull- 
cap adapted  itself  to  the  size  of  the  brain. 

The  Chairman  (Dr.  George  E.  Shuttleworth)  (Richmond) 
thought  the  anterior  aspect  of  Dr.  (luthrie's  case  conformed 
closely  with  the  general  features  of  microcephalic  infants,  and  in 
that  type  the  interfrontal  suture  was  commonly  to  be  made  out. 
The  good  features  and  liright  eyes  generally  coincided  with  a 
fairly  good  use  of  sight  and  smell,  but  not  always  of  hearing. 
He  thought  there  could  be  no  cj^uestion  that  the  primary  defect 
was  in  the  formation  of  the  brain.  There  was  a  want  of  develop- 
ment in  the  frontal  regions,  and  arrest  in  the  parieto-occipital 
region  with  imperfect  development  of  the  whole  of  the  brain.  He 
was  necessarily  interested  in  craniectomy  at  one  time,  as  he  was  then 
medical  superintendent  of  a  large  asylum  for  imbecile  children, 
and  was  constantly  lieing  asked  about  it  by  parents  who  had 
read  the  tales  in  popular  magazines  giving  instances  of  alleged 
remarkable  cures  liy  the  operation.  He  had  been  to  Paris  to 
investigate  the  matter  when  M.  Lannelongue  was  doing  the 
operation,  and  although  surgically  the  operations  seemed 
successful,  the  psychological  effect  was  practically  nil.  He,  like 
Mr.  Pernet,  had  indeed  noticed  slight  improvement  in  some  of 
the  cases  after  operation,  but  he  thought  that  was  attributable 
to  the  careful  nursing  received  over  a  long  period.  He  saw  in 
consultation  some  years  ago  a  microcephalic  child,  aged  seven 
years,  in  Cheshire,  whose  skull  w^as  about  sixteen  inches  in 
circumference.  There  was  also  some  paralysis,  and  the  question 
was  whether  craniectomy  should  lie  recommended.  From  his 
experience  he  could  not  conscientiously  recommend  it,  liut  was 
advised  that  the  father  was  determined  to  have  it  done.  He 
therefore  said  there  were  surgeons  in  London  who  believed  the 
operation  was  beneficial,  and  advised  in  consultation  \\dth  one  of 
them.  The  operation  was  done,  the  amount  of  lione  removed 
being  the  largest  he  had  ever  seen.  First,  an  antero-posterior 
piece  of  bone  three  cjuarters  of  an  inch  wide  was  taken  away 
from  the  forehead  to  the  occiput  at  two  sittings.  At  the  third 
operation  bone  was  removed  at  right  angles  over  the  left  frontal 
convokition,  in  the  hope  that  "  the  speech  centre  might  be 
released."  But  no  good  came  of  it,  for  the  child  when  seen  one 
year  and  two  years  subsequent  to  the  operation  was  worse 
rather  than  better.  A  similar  unsatisfactory  result  was  the 
outcome  in  three  or  four  other  cases  he  had  had  under  observa- 
tion.    Nor  could  he  understand  of  what  advantage  it  woidd  l)e 
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ill  Mongoliaiiisni,  as  tliere  was  no  suspicion  in  that  type  of 
idiocy  that  there  had  been  premature  synostosis.  He  would 
have  been  glad  if  Dr-.  Guthrie  could  have  thrown  any  light  on 
the  etiology  of  the  case  he  brought  forward.  No  doulit  it  was 
due  to  arrest  in  an  early  period  of  pregnancy,  but  he  thought  it 
had  not  been  made  out  under  what  circumstances  it  occurred. 
He  had  only  seen  one  microcephalic  case  whose  parents  were 
Jews,  and  that  case  came  from  the  east  end  of  London. 

Dr.  Leonard  Guthrie,  in  reply,  said  he  believed  Virchow 
was  of  opini(^)n  that  Mongolianism  was  due  to  premature  synos- 
tosis of  the  basisphenoid,  but  Dr.  Gruthrie  made  a  post-mortem 
examination  in  one  case  and  found  a  distinct  zone  of  cartilage  at 
that  site.  He  believed  that  in  the  cases  under  discussion  the 
skull  did  not  develop  because  the  brain  did  not,  and  the  two  kept 
pace  with  one  another.  In  some  cases  he  thought  tliere  might 
be  premature  synostosis  in  one  part  of  the  skull  but  not  in 
others.  "Where  there  was  a  more  extensive  synostosis  of  all  the 
sutures  there  might  be  true  microcephaly,  in  which  case  the 
microcephaly  would  l)e  due  to  premature  synostosis  of  all  the 
sutures.  He  thought  it  possilile  for  operation  to  do  good  in 
patients  who  were  dull  and  lethargic  by  giving  more  room  in 
the  cranium,  and  one  case  had  been  benefited  in  that  way. 
Operations  in  other  cases  in  which  premature  synostosis  was 
absent  he  thought  were  mostly  employed  for  their  moral  effect, 
but  moral  effect  could  be  produced  without  making  holes  in  the 
skull.  He  was  in  accord  with  Mr.  Tubby's  opinion  that  opera- 
tion in  such  cases  was  not  justifiable.  He  thought  it  proliable 
that  the  parents  of  the  child  shown  were  Jewish.  Fits  in 
association  with  microcephaly  were  very  common,  but  he  did  not 
know  that  the  present  child  had  had  them.  He  had  not  heard 
any  cough  by  the  child,  but  had  seen  the  slight  spasms  of 
respiration  which  had  been  referred  to ;  those  were  in  keeping 
with  the  general  spasticity. 


31.  DILATATION   OF   THE    STOMACH   IN   A   CHILD 
EIGHT  YEAES   OF   AGE. 

By  CHARLES   W.  CHAPMAN,  M.D. 

S.  AV" — ,  a  girl  aged  8  years,  canic  uiidor  my  care  on 
December  tlie  20t]i,  1901.  The  ])atient — an  «>iily  cliild — 
was    unusually    liright    and    intelligent;    slio     had     been 
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accustomed  to  late  liours,  parties,  unsuitable  food,  and 
sweets  in  abundance.  She  was  overdone  in  her  lessons  by 
having  special  teachers  at  short  intervals  during  the  day, 
and  in  addition  she  was  working  hard  at  the  violin.  There 
was  not  much  time  for  fresh  air  and  exercise  or  sleep. 
She  had  been  operated  upon  for  adenoids  and  enlarged 
tonsils,  and  had  had  an  enlarged  cervical  gland  scraped. 

The  father  was  healthy,  but  the  mother  was  liable  to 
rheumatism  and  was  under  my  care  for  mitral  regur- 
gitation. 

History  of  'present  illness. — For  the  last  two  years  the 
mother  had  noticed  that  the  child's  health  was  failing,  the 
appetite  at  one  time  bad,  at  others  ravenous ;  there  was 
occasional  vomiting,  the  bowels  acted  irregularly,  and  the 
motions  were  oifensive.  There  was  little  or  no  pain  after 
food.  Finding  the  debility  increasing,  the  common  error 
of  giving  tonics  in  the  form  of  chemical  food  was  resorted 
to,  the  effect  of  which  was  to  make  the  patient  worse. 
Shortly  before  the  child  came  under  my  care  she  had  been 
on  a  visit  to  her  grandmother,  and  while  there  had  some 
dancing  lessons.  It  was  at  one  of  these  that  the  grand- 
mother was  alarmed  at  hearing  a  loud  splashing  sound  as 
the  child  danced  round  the  room.  This  was  the  symptom 
that  made  the  parents  seek  medical  advice. 

On  examination  the  child  looked  ill  and  careAvorn,  there 
were  dark  rings  round  the  eyes  ;  the  tongue  was  dirty,  and 
the  breath  had  a  sour  fermentative  odour.  'J'he  urine  was 
stated  to  be  often  "  sandy."  On  the  patient  being  jogged 
a  loud  splashing  sound  was  evoked,  which  could  be  heard 
across  the  room.  There  Avas  little,  if  any,  abnormal  fulness 
at  the  epigastrivim.  The  stomach  resonance  was  up  to  the 
fourth  rib  in  the  left  mid-axillary  line  ;  the  lower  border 
could  not  be  defined,  l)ut  it  appeared  to  extend  to  within 
two  fingers'  breadth  of  the  umbilicus.  The  lungs  were 
normal  and  the  heart  healthy.  Xo  tumour  could  be  made 
out  in  the  abdomen,  but  there  was  marked  splashing  on 
palpation. 

Taking    into     consideration    the    temperaments    of   the 
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patient  and  her  mother,  it  was  determined  to  postpone 
lavag-e  and  to  try  the  eifect  of  general  measures.  The 
number  and  duration  of  the  lessons  were  strictly  limited, 
and  those  which  caused  the  greatest  mental  strain  and 
excitement  with  consequent  interference  with  sleep  were 
stopped  entirely.  Xo  food  l)eyond  a  small  glass  of  milk 
was  to  be  taken  between  meals  ;  fifteen  minutes'  quiet  was 
enjoined  before  taking  food,  and  thirty  minutes'  rest  on  the 
sofa  with  an  entertaining  l)ook  was  ordered  to  be  taken 
after  meals.  The  diet  was  restricted  to  foods  easy  of 
digestion  and  least  liable  to  fermentation.  Thorough 
mastication  was  insisted  upon,  and  no  lluid  alloAved  until 
near  the  end  of  the  meal.  If  the  child  was  thirsty,  water, 
preferalily  hot,  Avas  allowed  up  to  three  quarters  of  an  hour  of 
mealtime.  The  medicinal  treatment  consisted  of  a  mild 
mercurial  purge  twice  or  three  times  a  week,  and  a 
mixture  containing  l)ismuth  and  sodium  carbonate  with  nux 
yomica  and  a  carminatiye  shortly  l)efore  each  meal.  No 
stimulant  of  any  kind  was  alloAyed.  Under  this  treat- 
ment there  Ayas  slow  Init  steady  iui}U'oyement  all 
round,  the  splashing  l)ecame  less,  the  a])]:>etite  and  weight 
increased,  and  the  complexion  assumed  a  more  healthy 
appearance.  The  child  went  for  a  prolonged  A'isit  to 
Scotland  with  judicious  friends,  from  Avhom  I  had  satis- 
factory reports  from  time  to  time.  AVhen  seen  early  in 
Noyember  the  patient  was  in  perfect  health. 

Reinar]x>i. — This  patient's  condition  was,  in  my  opinion, 
due  to  im]iroper  feeding,  and  nerA^ous  exhaustion  from  ox'er- 
study  and  insufficient  sleep.  The  interesting  point  is  the 
manner  in  Avliich  the  splashing  Ayas  first  noticed,  and  it 
sug'gests  the  probability  that  such  cases,  though  with  less 
obtrusiA'e  signs,  may  bo  more  common  than  is  generally 
supposed.  {Ixead  J(nnt(iri/  flw  \iSth,  1903.) 

Discussion. 

Dr.  G.  A.  Sutherland  tlu>UL;'ht  the  child  Avas  voung  for  such 
a  couililiou.  It  Avas  that  class  of  case  Avhich  was  associated  with 
cyclic  all)inninuria.     Children  of  nine  to  thirteen  years  of  ai>'e  Irad 
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a  tendency  to  weakness  of  all  the  abdominal  organs,  and  dilatation 
of  the  stomach  was  not  uncommon.  In  most  of  the  cases  seen 
the  dilatation  was  probaWy  intermittent. 

Dr.  Edmund  Cautley  asked  whether  there  was  a  history  of 
attacks  of  abdominal  pain,  or  anything  pointing  to  congenital 
gastric  spasm  or  pyloric  spasm.  Pyloric  spasm  had  been  referred 
to  iuco-ordination. 

Dr.  Charles  W.  Chapman,  in  reply,  said  no  spasm  was 
made  out.  He  saw  the  child  during  the  first  two  or  three 
months,  when  a  distinct  splash  was  made  out  on  each  occasion, 
but  it  got  less  and  less.  The  child  was  extraordinarily  bright 
and  intelligent  Ijut  highlv  neurotic. 


32.  A   CASE   OF   ACUTE   PEIMAEY  THYEOIDITIS    IN 
AN   INFANT. 

By  G-EOEGE    CAEPENTEE,  M.D. 

Richard  S — ,  a  rickety  and  laclirymo.se  infant  with 
Unshed  cheeks,  aged  14  month.s,  was  brought  by  his  mother 
to  the  Evelina  Hospital  in  December,  1900,  for  a  swelling 
in  his  neck.  This  had  been  noticed  a  little  over  a  week, 
and  she  thought  it  had  appeared  suddenly.  Her  attention 
was  attracted  to  the  child  by  his  inability  "  to  hold  up  his 
head,"  and  by  his  desire  "  to  lie  undisturbed  in  his  cot." 
There  was  nothing  worthy  of  note  about  either  his  family 
or  his  personal  history. 

On  examination  I  found  a  swelling  in  his  neck  the  size  of 
a  walnut.  It  was  situated  over  the  trachea,  and  occupied 
the  position  of  the  thyroid  gland.  It  was  larger  on  the 
left  side  than  on  the  right,  and  it  moved  Avith  the  trachea 
during  deglutition.  I'he  skin  over  the  tumour  was  freely 
movable  and  of  healthy  appearance.  His  temperature  was 
101*8°  F.  The  pulse-rate  w^as  152  to  the  minute,  and  the 
pulse  was  regular  and  of  good  volume.  The  throat  was 
normal,  and  there  was  no  evidence  of  either  tracheal  or 
laryngeal  obstruction.  The  posterior  nares  contained  ade- 
noids.    On    January    the    3rd,    three    days    from    his  first 
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attendance,  an  abscess  had  formed  wliicli  was  treated 
surs'ically.  On  January  tlie  17tli  the  abscess  cavity  had 
greatly  contracted,  l)ut  there  was  still  some  slight  swelling 
of  the  o'land.     He  subsequently  made  a  good  recovery. 

Acute  thyroiditis  is,  in  my  experience,  a  very  uncommon 
condition,  and  sufhciently  so,  I  take  it,  to  make  it  necessary 
to  place  examples  of  this  complaint  on  record.  Carl  Stamm^ 
has  recorded  a  case  of  acute  idiopathic  thyroiditis  in  a 
girl  of  11  years  old.  It  was  attended  by  fever,  cough, 
hoarseness,  and  difficulty  of  breathing.  The  glandular 
swelling  disappeared  in  eight  days  under  treatment. 

My  case  also  was  apparently  a  primary  thyroiditis,  for 
there  was  no  history  of  it  starting  as  a  complication  of 
measles,  diphtheria,  typhoid  fever,  ]iarotitis,  or  other 
specific  conditions,  illustrations  of  which  can  be  found 
scattered  in  medical  literature. 

{ReadJanuari/  the   16fh,  1903.) 


33.  A  CASE  OF  CONGENITAL  CEEEBELLAE  ATAXY. 

Br  G.  A.  SUTHEELAND,  M.D. 

This  boy  is  now  4h  years  old.  He  was  l)orii  after  an 
instrumental  labour,  in  the  course  of  which  his  mother 
suffered  from  convulsions.  He  seemed  healthy  at  birth, 
and  has  enjoyed  good  health  since,  never  having  suffered 
from  convulsions  or  any  illness,  except  whooping-cough  a 
year  ago.  He  did  not  learn  to  walk  nntil  he  was  three 
years  old,  and  his  walking  has  always  been  very  unsteady. 
His  mother  did  not  consider  him  specially  backwni-d  in  his 
development,  but  as  he  was  the  first  child  her  ex])erience 
had  been  limited.  She  has  now  another  baby,  four  mouths 
old,  and  considers  him  nnuh  more  forward  than  the  present 
patient  was  at  the  same  age.     The  family  history  is  good, 

*  '  Pediatrics,'  vol.  ix,  p.  oOS,  a.d.  1900. 
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and  there  is  no  evidence  of  syphilis  or  other  constitutional 
affection. 

He  first  came  under  observation  eighteen  months  ag-o, 
when  the  condition  was  as  follows  : — His  body  was  well 
formed  and  Avell  developed,  and  the  expression  of  his  face 
Avas  intelligent.  Walking  was  performed  with  difficulty, 
the  arms  being  raised  at  the  elbows  to  aid  him  in  balancing 
himself,  the  feet  being  widely  separated,  and  staggering 
and  tumbling  being  frequent.  When  he  started  off  to 
walk  his  head  was  deflected  towards  the  right  shoulder, 
and  his  face  was  rotated  to  the  left  side.  He  could  not 
stand  with  his  feet  placed  together.  When  sittino-  or 
standing  there  was  general  tremor  of  the  bodv  and  limbs, 
which  Avas  much  increased  on  walking.  When  placed  on 
his  back  on  the  floor  he  was  unable  to  raise  himself  to  a 
sitting  posture.  His  method  of  getting  up  was  to  turn 
(with  difficulty)  on  to  his  face  and  push  himself  up  with  his 
arms  and  legs,  an  effort  which  frequently  ended  in  a 
collapse  on  the  floor.  There  was  also  inco-ordination  of  the 
upper  extremities,  specially  marked  in  the  finer  movements 
of  the  fingers.  There  was  no  muscular  Avasting,  or  hy])er- 
trophy,  or  spasm,  or  tenderness. 

His  speech  Avas  sIoaa-,  staccato,  and  blurred.  The  knee- 
jerks  AA^ere  present,  actiA'e,  but  not  exaggerated,  and  there 
AA'as  no  ankle-clonus.  The  plantar  reflex  pointed  to 
extension  of  the  great  toe,  but  AA'as  difficult  to  determine. 
There  Avas  no  rectal  or  A'esical  trouble.  Xo  sensory  changes 
could  be  made  out.  Vision  seemed  good,  the  pupils  reacted 
normally,  and  there  Avas  no  nystagmus.  Ophthalmoscopic 
examination  Avas  iiegatiA^e. 

During  the  past  eighteen  months  there  has  been  marked 
improA'ement  in  his  standing  and  Avalking",  and  the  tremors 
are  less,  but  the  abo\'e-mentioned  symptoms  although  less 
in  deg'ree  are  still  present. 

Bemarhs. — In  this  case  there  Avould  appear  to  be  a  con- 
genital lesion  characterised  by  tremors  and  ataxy.  The 
occurrence  of  any  purely  muscular  or  spinal  lesion  at  such 
an  earlv  aye  is  imlikelv.     As  regards  an  affection  of  the 
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cerebral  liemisplieres,  it  is  possible  that  non-development  or 
atrophy  of  certain  cortical  centres  or  subcortical  areas 
would  produce  the  symptoms  Avhich  are  present^  but  it 
would  be  of  so  selective  a  character  that  one  cannot  regard 
it  as  probable,  and  so  far  as  I  know  the  condition  has  not 
been  observed.  In  other  words,  one  would  certainly  find  a 
more  extensive  area  involved  and  other  symptoms  super- 
added. The  resemblance  to  the  signs  produced  by  cerebellar 
disease  are  very  striking.  If  we  assume  that  there  has 
been  imperfect  development  of  the  middle  lobe  of  the  cere- 
bellum or  of  the  whole  cerebellum,  the  functional  disturb- 
ances would  be  readily  explained.  A  point  in  connection 
with  cerebellar  lesions  on  which  Dr.  Hnghlings  Jackson 
lays  stress  is  paresis  of  the  muscles  supporting  the  trunk. 
In  this  patient,  although  there  is  no  lordosis,  there  is 
definite  weakness  of  the  muscles  which  flex  and  extend  the 
trunk,  and  no  corresponding  weakness  of  the  muscles  of 
the  extremities.  Dr.  Risien  Russell  in  his  experimental 
work  found  that  there  was  a  deviation  of  the  head  to  one 
side  in  certain  lesions  of  the  cerebellum,  and  this  was 
present  in  the  patient  now  shown.  Judging  by  the  symptoms 
I  do  nut  think  we  have  to  deal  here  with  a  progressive 
lesion.  ( Jn  the  contrary,  his  walking  power  has  much  im- 
proved, and  it  seems  pr()bal)le  either  that  development  in 
the  impaired  centres  is  taking  place,  or  that  other  centres 
are  taking  on  the  function  of  those  which  have  been 
inactive  since  birth.  The  only  treatment  adopted  has  been 
to  maintain  the  general  health  at  the  highest  possible  level. 
{Exhibited  Fehniary  the  20th,  1903.) 

Discussion, 

Dr.  Fletcher  Beach  thoug-ht,  from  the  history  of  the 
difficult  laluiur  and  the  use  of  instruments,  that  some  lesion  of 
the  brain  might  have  been  caused  producing  hfemorrliage.  The 
lesions  visually  found  in  such  cases  Avere  cerebral  diplegia,  wliic-h 
was  absent  in  the  present  case.  He  did  not  remember  any  cases 
of  difficidt  labour  in  which  the  cerebellvim  Avas  supposed  to  be 
affected;  in  fact,  he  did  not  see  how  the  cerebellum  could  be 
affected  by  the  difficult  labonr  and  by  the  a])plication  of  forceps. 
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whereas  hsemorrliage  aud  encephalitis  might  be  so  produced. 
He  did  not  notice  any  mental  deficiency  about  the  child.  He 
asked  whether  Dr.  Sutherland  thought  the  application  of  a 
constant  current  Avoiild  be  of  any  service. 

Dr.  James  Taylor  agreed  that  the  lesion  was  probably 
cerebellar,  and  tliat  it  was  likely  to  have  dated  from  the  time  of 
birth.  It  was  quite  conceival^le  that  there  was  a  lesion  of  the 
cerebellum  as  a  result  of  the  laliour.  In  a  series  published  some 
years  ago  by  Dr.  Herbert  Spencer,  who  made  many  post-mortems 
on  still-bom  children,  there  were  a  number  of  cases  of 
haemorrhage  in  the  cerebellum.  If  that  occurred  in  still-born 
children  he  did  not  see  why  it  should  not  occasionally  occur  in 
children  born  alive  and  continuing  to  live.  Or  it  might  be  a  case  of 
congenital  defect  of  the  cerebellum  similar  to  cases  associated  with 
the  name  of  Marie,  named  cerebellar  ataxy ;  but  in  the  latter 
there  were  other  symptoms  associated  with  the  ataxy,  and  the 
disease  was  not  usually  manifest  until  al)Out  twenty  years  of  age. 
It  was  conceival:)le  that  there  were  cases  in  which  a  similar  defect 
occurred  in  the  cereliellum,  but  in  which  the  symptoms  of  the 
case  were  seen  much  earlier  than  in  Marie's  disease.  He  recently 
had  a  case  under  oljservation  in  which  the  patient  had  ataxy  and 
optic  atrophy.  The  patient  was  a  lad  of  18,  and  the  symptoms 
first  showed  themselves  at  ten  years  of  age. 

The  Chairman  (Dr.  Edmund  Cautley)  asked  Dr.  Suther- 
land whether  he  had  considered  the  possibility  of  there  being 
any  porencephaly  in  the  cereVvellum.  Also,  was  the  lesion 
unilateral,  or  one  affecting  the  whole  of  the  cerebellum  r 

Dr.  Q.  A.  Sutherland,  in  reply,  thought  the  lesion  might 
affect  the  middle  lobe  or  the  whole  cereliellimi.  He  c^iiestioned 
whether  a  lesion  of  the  lateral  lobe  would  produce  symptoms  so 
exactly  bilateral.  He  had  not  thought  of  the  possibility  of  it 
being  porencephaly,  a  condition  usually  found  post  mortem,  and 
but  seldom  diagnosed  during  life.  He  Avas  very  interested  in 
Dr.  Taylor's  observations,  and  agreed  that  in  the  child  shown  the 
lesion  was  probably  ante-natal,  so  that  the  same  or  sunilar 
s\Tiiptoms  to  those  which  Marie  described  might  be  present. 
Both  Dr.  Beach  and  Dr.  Taylor  thought  it  possible,  from  the 
history  given,  that  there  might  have  been  a  lesion  caused  at  the 
time  of  birth.  Certainly  instruments  were  used,  l)ut  he  did  not 
know  of  any  lesions  of  that  precise  nature  liaA-ing  been  recorded 
as  associated  Avith  meningeal  haemorrhage.  Labour  was  induced 
chiefly  for  the  mother's  sake  :  there  was  no  history  of  cyanosis 
or  other  symptoms  usually  looked  for  in  connection  with 
meningeal  haemorrhage.  He  thought  such  haemorrhage  in 
infants  was  usually  associated  with  general  bleeding  about  the 
hemispheres,  and  Avas  not  localised  to  a  small  part  of  the  brain. 
It  was  difficult  to  imagine  haemorrhage  taking  place  only  in  the 
cerebellar  region  and  not  in  other  parts  as  well.  He  had  not 
VOL.   III.  11 
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tried  the  coustant  current.  If  one  assumed  a  central  lesion, 
would  the  constant  current  be  likely  to  do  much  good  ?  He 
would,  however,  give  it  a  trial. 


34.  A    CASE    OF   ACHONDKOPLASIA. 

By  JAMES   TAYLOR,  M.D. 

The  case  was  cliavacterisecl  by  the  large  size  of  the  head 
and  the  shortness  of  the  limbs.  The  trunk  Avas  compara- 
tively normal^  but  there  was  a  disproportion  betw'een  the 
upper  arm  and  the  forearm,  and  the  upper  arm  was  very 
short.  There  was  a  similar  disproportion  between  the  thigh 
and  the  leg.  The  hands  were  short  and  broad,  and  the 
fingers  could  not  be  brought  into  close  apposition,  but  spread 
out  in  the  way  described  by  the  French  observer  Marie. 
The  condition  probably  depended  on  a  defect  in  ossification, 
and  consequently  there  was  a  shortening  of  the  limb.  That 
also  probably  accounted  for  the  bone  which  w^as  formed 
being  of  a  peculiarly  thick  and  dense  character.  On  lifting 
the  child  it  was  found  to  l)e  enormously  heavy  compared 
with  an  ordinary  child  of  the  same  height.  There  were 
seven  children  in  the  family,  and  the  other  six  were  quite 
normal.  The  mother  did  not  know  why  the  child  should  be 
so  deformed^  except  that  a  child  living  next  door  had  a  very 
similar  face,  and  she  used  to  see  it  while  she  was  pregnant ! 
{Exhihited  Fehruarij  the  20th,  1903.) 

Discussion. 

Dr.  Travers  Smith  (Kilburu)  asked  whether  Dr.  Taylor 
c-(ndd  explain  the  extraordinary  prominence  of  the  forehead  and 
the  great  siid<ing-in  of  the  liridge  of  the  nose. 

The  Chairman  (Dr.  Edmund  Cautley)  said  the  condition 
was  not  common,  and  the  cases  usually  came  under  observation 
for  some  other  state  of  disease.  He  had  read  somewhere  tliat 
achondroplasia  was  often  associated  with  hydi-amnios,  and  per- 
haps Dr.  Taylor  could  say  whether  that  was  present  in  his  case. 
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The  bones  at  the  base  of  the  skull  were  often  affected  in 
achondroplasia ;  consequently  there  was  premature  synostosis 
and  deformity  of  the  head  for  that  reason.  He  believed  it  was  sug- 
gested that  the  affection  was  due  to  some  form  of  osteomyelitis. 
Such  cases — at  least  in  the  old  days — were  often  included  under 
the  heading  of  foetal  rickets.  The  abnormality  was  seen  also  in 
calves,  sheep,  and  pigs. 

Dr.  James  Taylor,  in  reply,  said  the  cases  were  rare  ;  that 
was  the  first  he  had  had  under  his  own  care,  thoiigh  he  had 
seen  several  others.  He  could  not  say  avIiv  there  was  arching 
of  the  forehead  and  depression  of  the  bridge  of  the  nose,  but 
it  seemed  clear  that  there  was  some  perversion  in  the  bone- 
forming  function  of  the  cartilage.  Such  cases  had  been  known 
from  time  immemorial,  and,  as  Marie  had  pointed  out,  some  of 
them  had  been  worshipped  as  gods,  or  at  all  events  gods  were 
made  in  the  shape  of  achondroplasic  dwarfs. 


35.  A   CASE    OF    EAYNAUD'S    DISEASE. 

By  ALEXANDRE   MORISON,  M.D. 

Since  Eaynaud  de.-^cribed  liis  ca.ses  of  local  asphyxia  in 
1862  and  again  in  1874,  and  collected  cases  from  medical 
literature  to  illustrate  his  theoi'ies,  the  phenomena  of  the 
clinical  condition  which  goes  by  his  name  have  been  closely 
studied,  and  some  frequently  concomitant  conditions  de- 
scribed, which  appear  to  liave  escaped  the  notice  of 
Raynaud  and  the  early  writers  on  tlie  subject.  Thus,  nowhere 
does  he  mention  the  intermittent  htemoglobinuria  at  times 
associated  with  these  cases^  and  Sir  Thomas  Barlow,  in  his 
excellent  translation  and  commentary  on  Raynaud^s  papers,  ^ 
refers  to  other  clinical  associations  of  the  disease,  Avhicli 
have  been  emphasised  by  later  observers.  The  severity  of 
these  cases  varies  very  much,  being  conveniently  divisible 
into  cases  of  (1)  local  syncope,  as  it  has  been  termed; 
(2)  of  local  asphyxia;  and  (3)  of  local  gangrene.  These  three 
may  all  be  concomitant  and  of  little  severity,  or  they  may 
lead  to  destruction  o£  parts  and  even  to  the  death  of  the 
patient. 

*  Selected  Monogrcaphs,  New  Sydenham  Society's  Publications,  1878. 
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The  case  I  have  to  luring  Ijefove  you  to-day  is^  at  present, 
in  the  category  of  tlie  milder  cases,  but  it  illustrates 
sufficiently  some  important  considerations  in  connection 
■with  the  etiology  and  character  of  the  disease. 

H.  J — ,  8  years  of  age,  is  the  fourth  and  now  eldest  child 
in  a  family  of  eight.  The  first  child  was  still-horn,  the 
second  is  stated  to  have  died  of  a  "  laryngeal  growtli  and 
pneumonia,"  and  the  third  was  prematurely  horn  at  the 
seventh  month.  Three  children  have  been  born  since  the 
patient,  and  are  apparently  well.  The  parents  were  twenty- 
three  and  twenty-one  years  of  age  respectively  when  they 
married  and  are  stated  to  be  healthy.  The  patient  had 
"  snuffles  "  as  a  baby  but  no  skin  eruption. 

In  November,  1899,  he  suddenly  complained  of  pain  in 
one  leg  and  foot.  Touching  the  part  caused  pain.  The  left 
foot  and  leg  as  far  up  as  the  knee,  and  the  right  foot  were 
the  parts  which  were  at  first  affected,  and  he  could  not 
walk.  His  mother  carried  him  to  an  omnilnis,  and  thence 
to  a  doctor,  who,  it  is  stated,  declined  either  to  express  an 
opinion  as  to  the  nature  of  the  case,  or  to  prescribe  for  the 
condition.  The  parts  affected  are  stated  then  to  have 
become  cold  and  blue.  The  mother,  deserted  by  the  f  acuity^ 
placed  the  patient  in  bed,  and  on  allopathic  grounds  wrapped 
the  cold  blue  parts  in  Avarm  flannels.  Next  day  it  is  stated 
that  no  complaint  was  made  of  the  limbs,  and  the  child 
went  to  school.  Since  then,  every  autumn,  when  the  weather 
becomes  cold,  he  complains  of  pain  in  the  hands  and  feet 
and  loses  power  in  them,  and  the  parts  become  cold  and 
blue.  His  ears  also  become  cyanotic,  as  may  be  seen  at 
|)resent.  Previous  to  the  supervention  of  this  condition  the 
child  had  erysipelas  Avhen  8  months  old,  and  "fits"  when 
15  months  old.  Two  years  ago  he  is  also  stated  to  have  had 
whooping-cough,  measles,  varicella,  and  a  "  fit." 

The  ])atient  was  admitted  into  tlie  Children's  Hos})ital, 
Paddington  (ireeii,  under  my  care  on  January  the  28th  of 
this  year.  He  then  had  blueness  of  both  hands  and  feet 
and  of  the  ears,  while  on  the  left  foot  there  were  several 
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blood-stained  bullae,  varying  from  the  size  of  a  sixpence  to  that 
of  a  split  pea.  After  admission  into  the  hospital  the  cyanosis 
of  the  limbs  passed  off  under  the  influence  of  warmth,  the 
bullae  dried,  and  some  of  the  scabs  have  dropped  off.  The 
ears  alone  have  retained  their  cyanotic  hue  along  the  upper 
and  posterior  part  of  the  auricles.  The  organs  generally 
are  normal.  There  is  no  cardiac  aifection,  congenital  or 
acquired,  nor  is  there  any  distress  of  breathing.  The 
patient  has  not  manifested  any  ha^moglobinuria,  but  a 
blood-count  carefully  made  and  repeated  for  confirmation 
by  the  house-physician  (Dr.  Carey)  showed  a  hypercytosis 
of  the  coloured  corpuscles  by  rather  more  than  a  million, 
the  actual  figures  being  6,080,000.  There  was  no  increase 
of  colourless  corpuscles,  but  they  were  .not  carefully  counted. 
The  case  illustrates  an  etiological  point  Avhich  has  fre- 
quently been  observed  in  these  cases,  namely,  a  probably 
specific  origin,  the  early  parturient  history  of  the  mother 
being  suspicious  of  that  taint.  It  also  exemplifies  the 
symmetrical  nature  of  the  aifection,  and  the  influence  of 
external  cold  in  provoking  it. 

{Exhibited  Fehrnary  the  20th,  1903.) 

Discussion. 

Dr.  Fletcher  Beach  asked  what  treatment  had  been  adopted 
in  the  ease.  He  read  of  a  case  having  been  treated  by  the 
application  of  an  Esniareh's  bandage  to  different  parts  of  the 
body.  This,  continued  for  three  or  four  months,  resulted  in  a 
cure.  At  first,  on  account  of  the  pain,  the  application  was 
limited  to  about  two  minutes  at  a  time  ;  but  the  relief  was  so 
great  that  the  patient  begged  for  its  repetition,  and  eventually 
it  could  be  applied  for  five-minute  periods. 

Mr.  Qeorge  Pernet  said  he  had  been  interested  in  the  state- 
ment about  the  formation  of  bullse  containing  blood.  Another 
point  was  that  in  scleroderniia,  especially  in  the  sclerodactylic 
form,  the  condition  had  been  preceded  by  Raynaud's  phenomena 
for  a  considerable  time.  It  would  be  interesting  to  watch  the 
ease,  perhaps  for  some  years. 

Dr.  Theodore  Fisher  (Bristol)  referred  to  an  imusual  type 
of  case,  one  similar  to  Raynaud's  disease,  but  with  haemorrhages 
in  one  hand  as  the  result  of  a  blow.  The  patient  was  a  girl 
aged  9  years.     Two  years  l)efore  he  saw  her  she  Avas  said  to  have 
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received  a  severe  blow  across  the  knuckles  at  school  with  a  ruler, 
and  haemorrhages  ,  developed  soon  afterwards.  Two  or  three 
times  a  year  she  had  pain  and  coldness  of  the  hand,  followed  by 
haemorrhages.  The  condition  was  still  persisting,  though  it  was 
about  six  years  since  he  first  saw  her.  It  had  ]>een  said  that  some 
central  nerve  disturbance  of  permanent  character  could  Ije  pro- 
duced by  strong  peripheral  stimulation.  Possilily  the  lilow  on 
the  hand  in  the  case  he  had  related  might  have  caused  some 
such  central  disturliance. 

Dr.  Leonard  Guthrie  believed  it  likely,  from  an  examina- 
tion of  Dr.  Morison's  patient,  that  the  condition  was  due  to 
congenital  syphilis  :  he  had  the  typical  physiognomy,  though 
there  appeared  to  be  no  interstitial  keratitis  or  scarring  about 
the  mouth.  The  upper  central  incisors  had  not  yet  been  cut. 
There  was  no  history  of  paroxysmal  hseniogiobinuria ;  he 
regarded  the  latter  and  Eaynaucl's  disease  as  different  ex- 
pressions of  the  same  state,  and  the  former,  in  children,  was 
almost  entirely  due  to  congenital  syphilis.  In  all  the  cases  of 
jjaroxysmal  hsemogloliiniu'ia  so  far  narrated  liefore  the  Society 
there  was  some  history  of  syphilis.  A  year  or  two  ago.  Dr. 
James  Taylor  showed  a  case  before  the  Society  in  which  at  the 
time  there  was  no  history  of  syphilis,  but  two  months  afterwards 
the  child  developed  specific  idceration  on  the  soft  palate  and 
uvula.  Dr.  G-eorge  Carpenter  showed  a  case  in  which,  though 
there  was  no  evidence  of  syphilis  at  the  time,  the  l)rother  and 
sister  were  under  his  care  at  hospital  with  congenital  syphilis. 
He  (Dr.  Griithrie)  referred  to  two  sisters  under  his  care,  both 
of  whom  had  paroxysmal  hseniogiobinuria,  antl  with  marked 
stigmata  of  congenital  svphilis. 

Dr.  Travers  Smith  (Kilburn)  said  he  had  had  a  case  of 
Raynaud's  disease  under  observation  for  several  years,  and  had 
attended  the  parents,  but  could  not  find  any  evidence  or  history 
of  syphilis  in  any  memlier  of  the  family.  The  father  of  the  child 
had  an  ulcer  on  the  outer  malleolus,  and  one  on  the  inner  malleo- 
lus, but  no  varicose  veins.  He  had  thought  the  ulcers  were  due  to 
Raynaud's  disease.  In  Dr.  Morison's  case  there  was  an  idcer  on 
the  ball  of  the  foot.  The  father  of  the  case  he  had  spoken  of 
had  cardiac  attacks  and  great  dyspnoea,  with  almost  general 
anasarca.  Rest  in  bed  and  treatment  h\  tincture  of  digitalis 
resulted  in  ciu"e.  No  organic  murmur  had  ever  Vieen  detected  in 
the  case. 

Dr.  Alexander  C.  E.  Gray  (South  Kensington)  asked 
whether  Dr.  Morison  had  any  experience  of  treatment  by  the 
constant  current  in  such  cases. 

Dr.  James  Taylor  differed  from  Dr.  Guthrie's  dictum  that 
cases  of  Raynaud's  disease  and  paroxysmal  hseniogiobinuria  were 
always  due  to  syphilis.  He  had  two  cases  of  Raynaud's  disease 
in  the  same  familv  now   luider  t)V)servation,   l)ut  tliere  were  no 
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signs  of  congenital  syphilis.  The  disease  had  often  been  seen 
in  adults  who  had  no  signs  of  syphilis. 

The  Chairman  (Dr.  Edmund  Cautley)  expressed  agree- 
ment with  Dr.  Taylor's  remarks.  The  majority  of  the  cases  of 
the  kind  had  no  connection  with  syphilis,  though  the  latter 
might  lead  to  local  gangrene,  such  as  he  had  seen  in  the  ears, 
l)ut  the  condition  cleared  up  on  the  administration  of  anti- 
syphilitic  treatment,  and  there  had  been  no  recurrence. 

Dr.  Alexander  Morison,  in  reply,  said  his  case  had  been 
treated  by  dieting,  warmth,  and  rest  in  Ijed.  At  first  he  thought 
there  might  be  a  syphilitic  element  in  the  case,  and  advised 
mercurial  inunction  and  the  administration  of  small  doses  of 
iodide  of  potassium.  It  was  very  difficult  to  an'ive  at  a  positive 
conclusion  as  to  the  invarialile  origin  of  such  a  condition.  In 
the  family  of  the  case  under  discussion,  the  first  child  was  still- 
born, the  third  was  prematurely  l>orn  at  the  seventh  month ; 
and  of  course  the  most  frequent  cause  of  such  happenings  was 
a  specific  taint.  It  was  difficult  to  exclude  a  specific  taint. 
He  had  personal  knowledge  of  a  family  for  eighteen  years,  all  the 
children  of  which,  except  for  some  nervousness,  were  healthy. 
There  had  never  lieen  any  infection  of  any  kind.  When  the 
children  were  almost  fully  grown  the  father  developed  an  idcer 
on  his  lower  lip,  which  was  cured  by  iodide  of  potassium,  and  he 
admitted  infection  twenty-five  years  previously.  The  oldest  child 
he  had  kno^Ti  Avith  paroxysmal  ha^moglobinuria  was  a  girl  of 
about  15  years,  whose  parents  he  had  known  a  long  time,  and  they 
appeared  to  be  guiltless  of  anything  specific,  but  on  his  previous 
experience  he  would  not  say  there  was  no  possibility  of  it  being 
a  remote  effect  of  syphilis.  The  sclerodermia  mentioned  by 
Mr.  Pernet  was  one  of  the  points  brought  out  in  the  thesis  to 
which  he  had  referred,  which  was  translated  by  Sir  Thomas 
Barlow.  Dr.  Theodore  Fisher  would  find  a  reference  in  that 
thesis  to  such  an  accident  as  he  described.  He  could  not 
answer  Dr.  Travers  Smith's  question  as  to  the  possible  cause  of 
the  ulcerations  in  adults  to  which  he  had  referred. 


36.  RACHITIS  PSEFDO-PARALYTICA  HYPOTONIA 
MUSCULARIS. 

By  LEONARD   O.  C4UTHRIE,  M.D. 

The  exhibit  is  a  fairly  nourished  female  child,  aged  2 
years.        Its  mother  says  it  is  as    helpless  as  a  new-born 
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babe.  She  is  the  youngest  but  one  of  eight,  who  were  born 
in  rapid  succession,  and  who  have  all  suffered  from  "  con- 
sumptive bowels."  The  youngest,  aged  6  months,  is  said 
to  be  "  going  the  same  way  as  this."  The  family  live  in 
the  country  near  Maidenhead. 

The  patient  is  very  undersized,  and  her  weight  is 
15  pounds.  Her  intelligence  is  poor ;  she  cannot  sjjeak 
and  looks  dull  and  lethargic. 

The  head  is  rachitic  in  form,  with  a  square  and  over- 
hanging brow  ;  the  anterior  f  ontanelle  is  open  and  the  size 
of  a  shilling.  The  teeth  are  normal  in  number  and  are 
sound,  with  the  exception  of  the  upper  central  incisors 
which  show  signs  of  incipient  decay.  The  thorax  is  not 
markedly  rickety  in  appearance,  but  the  costal  epiphyses  are 
slightl}^  enlarged,  and  the  costal  arch  is  wide.  The 
abdomen  is  large  and  protuljerant.  The  liver  and  spleen 
are  not  enlarged. 

The  child  makes  little  attempt  at  voluntary  movements, 
except  that  of  constantly  sucking  its  fingers.  It  does  not 
try  to  sit  up,  but  when  placed  in  a  sitting  position  can 
maintain  it,  but  bow-backed  and  huddled-u]i. 

When  placed  on  its  feet  it  will  not  stand,  but  keeps  the 
thighs  flexed  on  the  abdomen,  and  would  collapse  if  it  were 
not  held  up.  No  attempt  at  walking  is  made.  It  does  not 
resist  any  passiA^e  movements  and  retains  any  attitude  in 
which  it  may  l)e  placed.  It  can  lie  with  its  head  between 
its  fully  extended  legs,  and  the  lower  extremities  can  be 
flexed  until  the  feet  touch  the  face.  When  lying  on  its 
back  the  lower  limbs  fall  outwards  in  "  frog-like  "  or  cada- 
veric position.  The  knees  can  be  hyper-extended  (genu 
recurvatum).  There  is  also  some  genu  valgum.  There  is 
undue  motility  of  all  the  joints ;  the  feet  and  hands  can  be 
dorsiflexed  until  the  fingers  and  toes  almost  touch  the 
backs  of  the  forearms  and  froiits  of  the  legs  respectively. 
The  epi])hyses  are  not  enlarged. 

Although  voluntary  movements  are  feeble  and  rare  there 
is  no  paralyses  of  any  ])art,  but  tlic  muscles  are  small  and 
flabbv. 
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The  knee-jerks  are  normal  and  the  phintar  reflexes  are 
flexor  in  type  though  sluggish. 

The  condition  is  one  of  muscular  "  hypotonic  "  with 
undue  laxity  of  the  articular  ligaments,  in  association  with 
a  moderate  amount  of  rickets.  It  may  be  regarded  as  a 
congenital  defect  or  want  of  development  rather  than  as 
an  example  of  ordinary  rickets.  Perhaps  its  immaturity 
may  be  the  result  of  its  parent's  prolificacy  and  poverty. 

It  was  weaned  at  three  months  of  age,  then  fed  on  cow^s 
milk  and  water,  half  and  half,  and  subsequently  on  biscuits, 
bread  and  butter,  and  JBenger's  food.  The  mother  forgets 
how  much  milk  it  takes  "per  diem  "  now,  perhaps  because 
the  quantity  has  been  snudl. 

Although  it  lives  in  the  country  '  it  has  been  seldom 
taken  out  of  doors  because  the  mother  has  so  many  other 
children  to  look  after. 

[E.diihited  Fehruanj  the  20f]i,  1908.) 

Discussion. 

Dr.  Q.  A.  Sutherland  re^-arded  the  case  as  oue  of  rickets 
pure  and  simple  in  which  the  stress  of  the  disease  had  fallen 
especially  upon  the  muscles  and  ligamentous  tissues.  The  child 
had  had  couvulsions,  and  had  the  appearance  of  a  rickety 
subject.  There  was  also  tetany.  Dr.  Guthrie  had  the  power  of 
settling  the  diagnosis,  because,  if  it  was  rickets,  proper  feeding 
would  result  in  a  inarke.l  increase  of  power  in  the  muscles  and 
of  strength  in  the  ligaments.  The  condition  of  hypotonus  in 
infants  was  more  marked  in  connection  with  Mongolian  children 
than  in  any  other  class  that  he  knew.  Still,  in  rickets  there  was 
great  flaccidity,  and  coxa  vara  was  associated  Avith  the  same 
condition.  He  regarded  Dr.  Guthrie's  case  as  one  of  pure 
rickets,  rather  than  one  in  which  there  was  any  particular 
congenital  defect. 

The  Chairman  ( Dr.  Edmund  Cautley)  siid  one  was  apt 
to  attrilnite  to  rickets  all  that  a  rickety  child  suffered  from. 
Possiljly  Dr.  Guthrie  woidd  say  tliat  the  reason  the  cartilages 
and  bones  did  not  show  the  rickets  more  markedly  was  that  the 
child  was  so  ill-developed.  On  the  other  hand,  it  might  be 
suggested  that  the  condition  was  one  of  maldevelopment,  and 
that  the  relaxation  of  ligaments  was  due  to  that  maldevelop- 
ment rather  than  to  the  rickets.  Possibly  both  were  due  to  the 
same  cause.     The  ligaments  were  very  elongated,  and  the  joints 
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almost  flail-like,  and  that  was  likely  to  be  due  to  maldevelop- 
uieut,  or  inalnutritioii,  rather  than  to  the  rickets  itself. 

Dr.  Leonard  Guthrie,  in  reply,  cordially  agreed  with  Dr. 
Cautley"s  remarks  ;  it  was  rickety,  and  he  showed  it  as  rickets 
with  uniisiial  manifestations.  He  agreed  also  with  Dr.  Suther- 
land, that  under  treatment  and  careful  management  the  child 
would  consideraltly  imj)roye. 


37.  ON    CASES   OF    UNCOMPLICATED    MYOCARDITIS 
IN   CHILDREN. 

By  GEORGE    CARPENTER,  M.D. 

Myocarditis  lias  been  divided  into  pareneliyniatous  and 
interstitial,  and  the  lesions  encountered  are  either  circum- 
sci'ibed  in  single  or  multiple  areas  or  are  diffuse  in  their 
distribution.  Further,  the  parenchymatous  and  the  inter- 
stitial changes  in  the  cardiac  walls,  although  they  may  occur 
independently,  are  not  infrecpiently  associated  in  varying 
degrees.  The  degenerative  changes  in  the  muscles-fibres,  in 
the  shape  of  albuminous,  fattj,  and  waxy  alterations  caused 
by  toxin  poisoning,  are  met  with  in  the  initial  stages  of  the 
infectious  diseases  and  occur  during  convalescence  ;  these 
also  arise  from  other  disorders  and  are  now  well  known  in 
the  post-mortem  room,  but  rarely  is  it  jiossible  to  diagnose 
these  changes  during  life,  though  they  niay  be  suspected. 
But,  parenchymatous  myocarditis  is  not  necessarily  a  fatal 
complaint,  even  wlien  the  syni]itoms  are  extremely  well 
marked,  as  an  illustraticm  of  my  own,  to  be  related  later, 
will  show. 

Interstitial  myocarditis,  which  is  looked  u))oii  as  a  rare 
disease,  is  met  with  as  an  acuti-  disordei-,  or  as  a  clii'onic 
complaint  of  the  cardiac  wall,  which  is  thought  to  be 
I'arer  still.  Of  56  cases  of  chronic  myocarditis  coUcctcMl 
])y    (^)uaiii,    but    •"}    occuri'cd    in    children."^'"      The    commonly 

*  Keatinif 's  '  CyclojDiHdia  of  the  Diseases  of  C'liildi-eii,'  vnl.  ii,  purt  2, 
p.  SI-]. 
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recognised  causation  of  the  acute  disorder  is  p3'a^mia 'f roni 
bone  and  joint  troubles.  The  common  sequence  is  the  for- 
mation of  an  abscess  in  the  heart  wall^  which  either  ]:)ursts 
into  the  pericardium,  producing  pericarditis,  or  into  the 
endocardium,  and  originates  an  acute  cardiac  aneurysm. 
Of  25  cases  of  abscess  of  the  heart  collected  by  Quain 
14  of  them  occurred  under  15  years  of  age."^  On  the  other 
hand,  pytemic  pericarditis  may  be  associated  with,  and  not 
be  the  cause  of,  interstitial  myocarditis. 

Acute  myocarditis  of  rheumatic  origin  must  be  here 
mentioned,  for  although  perhaps  the  changes  in  the  heart 
muscle  are  usually  more  of  the  nature  of  parenchymatous 
degeneration  than  of  interstitial  inflammation,  nevertheless, 
these  conditions  are  usually  associated..  Acute  myocarditis 
has  been  found  in  connection  with  old  and  with  recent 
valvular  disease,  and  also  with  pericarditis.  It  has  also  been 
met  with  in  scarlatinal  pericarditis. 

In  regard  to  chronic  interstitial  mj'ocarditis,  Dr.  Theodore 
Fisher  t  has  called  attention  to  the  fact  that  small  fibroid 
patches  are  frequently  seen  scattered  through  the  heart 
muscle  in  fatal  cases  of  mitral  stenosis.  He  gives  an  illus- 
tration of  fibrous  myocarditis  in  a  lad  18  years  old,  asso- 
ciated with  old  aortic  disease.  He  also  relates  a  case  of  an 
infant  4\  months  old  who  was  found  post  mortem  to 
have  fibroid  disease  of  the  cardiac  muscle  and  stenosis 
of  the  aortic  valve.  Chronic  interstitial  myocarditis  may 
also  be  associated  with  adherent  pericardium,  Init  it  is  not, 
however,  in  every  case  of  hypertrophied  heart  from 
adherent  pericardium  that  such  changes  can  be  found  mi- 
croscopically. Sclerotic  patches  in  the  heart  may  also  take 
their  origin  in  occlusion  of  the  coronary  grteries,  syphilitic 
or  otherwise.  Syphilitic  myocarditis,  in  the  shape  of  solitary 
and  multiple  gunmiata,  has  l)een  recorded  in  infants  and 
children,  and  Hektoen  X  li^^^  published  a  case  of  syphilitic 
interstitial  myocarditis  in  an  infant  6  weeks  old.      Dr.  J. 

*  Ibid.,  vol.  ii,  part  2,  p.  840. 

t  'Bristol  Medico-Chiriirgioal  Journal,'  March,  1900. 

X  Carpenter,  '  Syphilis  of  Children,'  p.  57. 
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Porter  Parkinson  ^  lias  also  shown  to  tlie  vSociety  a  syphili- 
tic nodule  in  the  heart  of  an  infant  aged  3  months,  which 
was  composed  of  young  inflammatory  tissue  in  various 
stages  of  development,  the  adjacent  muscle  being  infiltrated 
and  destroyed. 

Judging  from  the  paucity  of  the  literature  on  this  sul)ject, 
it  is  a  malady  about  which  little  is  known,  and  which 
therefore  requires  further  attention  on  the  part  of  those 
specially  studying  children's  complaints.  The  following 
striking  examples  of  so  rare  an  affection  as  uncomplicated 
myocarditis  appear  to  me  to  be  of  sufficient  interest  to  bring 
them  to  the  notice  of  members  of  this  Society,  in  the  hope 
that  by  calling  attention  to  myocarditis  and  to  the  necessity 
for  combined  action  our  knowledge  on  this  subject  may  be 
materially  strengthened  thereby. 

Case  1. — The  patient,  a  girl  aged  6  years,  Avas  the  child 
of  healthy  parents,  but  with  a  strong  family  history  of 
phthisis.  She  had  a  rash  on  her  buttocks  and  "snuffles'' 
soon  after  birth.  She  had  been  ailing  for  a  month,  her 
illness  commencing  with  enlarged  glands  in  the  neck,  and 
her  mother  said  that  she  had  Avasted  and  suffered  from  a 
swollen  abdomen  and  complained  of  pain  at  the  pit  of  the 
stomach.  When  she  was  admitted  into  the  Evelina  Hospital 
on  September  the  3rd  her  face  was  dusky  and  her  lips  were 
blue.  The  cardiac  impulse,  which  was  feeble,  Avas  felt  Avith 
difficulty  outside  the  nipple  line  in  the  fifth  interspace. 
The  dulness  commenced  at  the  third  left  costal  cartilage, 
and  extended  avcU  to  the  right  of  the  sternum.  A 
whistling  systolic  bruit  Avas  heard  OA'er  the  cardiac  impulse, 
and  a  systolic  thrill  A\'as  felt  on  placing  the  hand  OA'er  the 
cardiac  area.  There  Avere  no  adventitious  sounds  to  be 
heard  in  the  lungs.  'I'he  al)doininal  walls  Avere  flaccid, 
and  tlic  livoi',  wliicli  was  pulsating,  reached  almost  to 
lu'r  uniliilifus.  Tlu'  s]ikH'n  was  not  eidarged.  She 
passed  IS  nunces  of  urine  during  the  first  tAventy-four 
hours  ;     it     was    of    a    specific     graA'ity     of     102G,    and    it 

*  'Reports  of  The  Society  for  the  Study  of  Disease  in  Cliildren,'  vol.  i, 
pp.  141,  142. 
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contained  about  one  third  of  albumen.  The  pulse-rate 
was  132  to  the  minute,  the  respiration  rate  "svas  56  to 
the  minute,  and  the  temperature  was  97"6°  F.  By  the  6th 
the  bruit  was  not  to  be  heard,  and  the  liver  was  returning 
to  the  costal  maro'in.  Her  y'eneral  condition  had  o-reatlv 
improved.  On  the  I'lih  she  was  still  blue  round  the  mouth. 
The  cardiac  impulse,  Avhich  was  exaggerated,  was  felt  half 
an  inch  outside  the  nipple  line.  There  was  no  epigastric 
impulse,  and  the  area  of  cardiac  dulness  was  not  enlarg'ed 
to  the  right.  The  first  sounds  at  the  apex  and  the  left  base 
were  reduplicated.  The  liver  was  now  on  a  level  Avith  the 
costal  margin.  The  specific  gravity  of  the  urine  was  1024 ; 
18  ounces  Avere  passed,  and  it  contained  one  eighth  albu- 
men ;  there  Avere  no  casts.  The  temperature  Avas  still  sub- 
normal. The  pulse-rate  AA'as  100  to  the  minute,  and  the 
respiration-rate  AA'as  32  to  the  minute.  On  the  loth  there 
Avas  a  trace  of  albumen  in  the  urine,  on  the  16tli  one 
fortieth,  on  the  17th  there  AA'as  none,  and  it  Avas  subsequently 
free  during  her  stay  in  the  hospital.  On  October  the  1st 
she  Avas  found  to  liaA'e  paralysis  of  the  soft  palate  and  the 
knee-jerks  could  not  be  obtained.  By  the  22nd  food  ceased 
to  pass  by  the  nose  and  the  soft  palate  had  in  great  measure 
recoA-ered;  the  knee-jerks  Avere  still  absent.  On  XoA'ember 
the  8th  she  got  up,  and  she  Avas  discharged  on  the  11th  Avith 
a  sound  heart.  Subsequent  inquiries  directed  to  her  history 
reA'ealed  the  fact  that  three  AA'eeks  before  her  admission 
into  the  hospital  she  had  "  patches "  on  the  throat,  for 
Avhich  the  medical  attendant  ordered  a  paint,  but  she  Avas 
not  ill  enough  to  be  confined  to  her  bed. 

Case  2. — The  next  case  is  that  of  a  girl  aged  9  years, 
Avho  was  admitted  into  the  Evelina  Hospital  on  September 
the  2nd  for  a  sAvollen  abdomen  and  shortness  of  breath. 
The  former  trouble  Avas  supposed  to  have  started  in  the 
preceding  January.  Her  father  suifered  from  heart 
disease.  On  admission  she  Avas  a  Avell-nourished,  rosy- 
cheeked  child,  and  the  most  striking  features  of  her  case 
Avere    a    regurgitant    venous    pulse    in    the    neck   and   an 
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obviously  pulsating  liver.  The  pulse-rate  was  112  to  the 
minute,  the  respiration-rate  was  46  to  the  minute,  and  her 
temperature  was  normal.  The  cardiac  impulse  was  halt"  an 
inch  outside  the  nipple  line ;  it  was  not  well  defined. 
There  was  a  suspicion  of  a  thrill  to  be  felt  there.  The 
area  of  dulness,  which  commenced  at  the  left  third  costal 
cartilage,  extended  half  an  inch  to  the  right  of  the  right 
sternal  margin.  There  was  no  bruit.  The  lungs  were 
normal.  The  spleen  was  not  enlarged.  The  free  edge  of 
the  liver  was  a  hand's  breadth  below  the  costal  margin  in 
the  nipple  line.  The  urine  was  free  from  allmmen.  Whilst 
under  observation  she  had  paroxysmal  attacks  of  facial 
cyanosis.  Sometimes  her  lips  were  blue  and  sometimes  the 
face  was  flushed.  By  September  the  9th  the  liver  had 
decreased  in  size  and  pulsation  was  not  so  marked.  Several 
examinations  of  the  urine  had  been  made  prior  to  this 
date,  but  with  negative  result.  On  the  11th  suddenly  the 
face  became  very  blue,  the  eyesAvere  fixed  and  the  limbs  were 
rigid,  the  pulse  was  imperceptible  at  the  wrist,  and  she  died. 

At  the  post-mortem  examination  the  lung's  were  found 
to  be  very  dropsical.  The  pericardium  was  healthy.  The 
heart  weighed  9  ounces."^  The  left  ventricle  was  pale, 
hypertrophied,  and  showed  tabby-cat  striation.  I'he  left 
auricle  was  dilated,  thin,  and  pale.  The  endocardium  was 
smooth.  The  mitral  valve  showed  ha?morrhages  at  its  root 
and  in  the  valve  itself;  it  admitted  three  fingers.  The 
aorta  presented  patches  of  atheroma  above  the  left 
coronary  artery.  The  right  ventricle  was  considerably 
dilated,  ]iale,  and  showed  tabby-cat  striation.  The  right 
auricle  was  also  much  dilated,  and  its  substance  was  pale. 
The  liver,  which  was  of  the  "nutmeg"  type,  weighed 
2  lbs.  14  oz.  The  kidneys  weighed  7^  ounces;  they  were 
heavy,  hard,  and  leathery.  The  glomeruli  were  injected 
and  the  vessels  of  the  medulla  stood  out  prominently.  The 
spleen  was  not  enlarged.     The  stomach  was  congested. 

Under  the  microscope  the  muscular  fibres  of  the  heart, 
for  the  most  part,  showed  well-marked   longitudinal  stria3. 

*  Noriiml  weight  about  4ird  ounces. 
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In  places  the  transverse  stride  were  well  or  fairlj^  well 
marked,  but  in  others  they  required  very  careful  focussing 
for  their  detection.  On  the  other  hand,  though  quite 
exceptionally,  some  fibres  or  portions  of  a  fibre  had  a 
ground-glass  appearance  with  obliteration  of  ail  striation. 
Accentuation  of  longitudinal  striation  and  faintness  or 
absence  even  of  transverse  striation  were  the  prevailing 
characteristics.  The  muscle  corpuscles  Avith  Ijut  few 
exceptions  stained  readily  everywhere,    and  many  of  them 

Fig.  20. 


were  very  large  and  prominent.  Certain  microscopical 
fields  showed  an  abundance  of  vessels ;  occasionally  a 
small  vein  was  found  between  the  muscular  bundles 
surrounded  by  a  crowd  of  white  corpuscles.  Slight  or  an 
easily  recognised  increase  of  nucleation  of  the  inter- 
muscular areolar  tissue,  with  readily  detected  diapedesis  of 
white  corpuscles  from  the  neighbouring  capillaries,  was 
noticed  throughout,  together  with  ])roliferated  areolar 
tissue  cells  ;  but  here,  again,  areas  were   found  where  this 
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had  not  occurred,  and  the  nuclei  were  quite  within  normal 
limits.  Specimens  stained  with  osniic  acid  were  unaffected. 
The  pericardium  and  the  endocardium  were  free  from 
abnormalitv. 

In  this  case  the  cause  of  the  interstitial  myocarditis  was 
not  determined  ;  in  the  next  illustration,  however,  there 
appears  to  be  no  doubt  that  rheumatism  originated  the 
malady. 

Case  3. — A  girl,  aged  8  years,  was  admitted  into  the 
Evelina  Hospital  on  August  the  20th.  Until  two  months 
previously  she  was  perfectly  well,  Init  she  then  develo])ed 
rheumatism  and  subsequently  suffered  from  chorea.  Oil 
admission  she  had  rheumatic  synovitis  of  the  left  hand  and 
Avrist,  the  left  ankle  and  the  back  of  the  corresponding 
foot,  and  a  slight  effusion  into  the  left  knee-joint.  Her 
pulse-rate  was  120  to  the  minute,  the  respiration-rate  was 
44  to  the  minute,  and  the  temperature  was  100'4°  F.  She 
had  a  loud  mitral  murmur,  which  was  aitdilde  at  the  angle 
of  the  scajmla,  and  a  few  rhonclii  were  detected  in  the 
lungs.  Under  salicylate  of  sodium  the  temperature  had 
fallen  to  normal  by  the  27th.  On  September  the  8th  she  was 
cpiite  free  from  articular  pains  and  fever,  Init  there  were 
great  distress  of  lireathing  and  considerable  pra?cordial 
pain.  Neither  the  pulse-rate  nor  the  respiration-rate  had 
increased  in  frequency.  The  cardiac  impulse  was  much 
diffused ;  it  was  felt  in  the  sixth  interspace  half  an  inch 
outside  the  nip]de  line.  Systolic  and  presystolic  murmurs 
were  now  heard,  and  a  systolic  thrill  was  felt  in  the  fourth 
left  intercostal  space.  The  liver  was  greatly  enlarged,  and 
its  lower  edge  reached  as  far  as  the  umbilicus.  The  spleen 
Avas  not  increased  in  size.  The  urine  was  free  from 
albumen.  The  ankles  were  oedematous.  By  the  11th  the 
pulse  had  assumed  a  })eculiar  form ;  alternate  periods  of 
from  ten  to  twenty  beats  succeeded  one  another  with  great 
regidarity.  The  rate  of  one  set  of  beats  was  about  120  to 
the  minute,  and  the  rate  of  the  other  set  Avas  ()0  to  the 
miinite.      Tlic  res])ir:itofy  niovcnients  did    not    undergo  any 
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corresponding  change.  She  died  quite  suddenly  on  the 
morning  of  the  ]  2th. 

At  the  necropsy  lioth  lungs  were  extremely  oedematous  ; 
many  old,  dry,  cheesy  deposits  were  found  in  the  bronchial 
glands.  The  pericardium  was  normal.  The  heart  was 
much  enlarged.  The  left  ventricle  and  auricle  were 
dilated,  and  the  substance  of  the  former  was  pale  but  not 
friable.  The  mitral  valve,  which  was  free  from  endo- 
carditis, admitted  four  hngers.  The  aortic  valves  were 
healthy.  Here  and  there  in  the  substance  of  the  ven- 
tricular wall  yellowish  dots  and  striae  were  seen,  and  the 
tips  of  the  papillary  muscles,  especially  those  in  relation 
with  the  mitral  valve,  were  much  spotted  with  yellowish 
deposits  of  about  the  size  of  a  pin's  head.  An  identical 
condition  to  the  above  oljtained  on  the  right  side  of  the 
heart,  and  here  also  the  endocardium  was  free  from 
disease.  Under  the  microscope  portions  of  the  ventricular 
walls,  taken  at  random,  appeared  to  be  quite  healthy.  On 
examining  a  dotted  fragment  it  was  seen  that  the  muscular 
fibres  in  certain  small  areas  had  entirely  disappeai-ed,  their 
place  being  occupied  by  countless  oil  globules  of  various 
sizes.  Where  it  existed  the  change  was  extreme  in  degree 
though  markedly  circumscribed.  The  liver  was  greatly 
enlarged,  it  had  a  thick  rounded  edge,  and  was  "  nutmeg- 
like "  on  section.  The  spleen  was  normal.  The  pyramids 
of  the  kidneys  were  intensely  congested.  The  other  organs 
did  not  present  any  abnormality. 

My  next  illustration  is  one  of  extensive  focal  myo- 
carditis of  a  cicatrical  nature,  and  in  this  case  the  cause 
was  not  quite  obvious,  though  possibly  rheumatism  played 
an  important  part  in  its  genesis.  There  was  no  history  or 
evidence  of  syphilis,  but  there  was  a  family  history  of  con- 
sumption. 

Case  4. — A  boy  aged  12  months  Avas  admitted  into  the 
Evelina  Hospital  on  February  the  12th,  for  disease  of  the 
hip-joint  of  four  months'  duration.  Four  months  previously 
to  February  the  Titli,  according  to  the  mother's  statement, 
the  back  of  the  left  foot,  the  left  hand,  and  the  wrist  were 
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swollen  for  about  three  days.  During-  life  the  heart  and 
lungs  were  apparently  quite  healthy.  His  temperature 
Avas  above  the  normal  whilst  he  was  under  ol)servation,  the 
highest  point  being  101°  F.  Forty-eight  hours  after  ad- 
mission into  the  hospital  he  died  suddenly. 

At  the  necropsy  miliary  tubercles  were  found  in  the 
lungs,  the  liver,  and  the  spleen.  The  synovial  membrane 
of  the  hip-joint  was  thickened,  l)ut  the  l)ones  appeared 
to  be  healthy.  The  pericardium  was  healthy.  The  left 
ventricle  of  the  heart  was  dilated,  and  scattered  through 
its  wall  were  a  number  of  white  areas,  some  rounded, 
others  long  and  narrow,  and  many  of  them  seemed  to  pass 
from  the  pericardium  to  the  endocardium  (Plate  I,  fig.  1). 
The  muscular  substance  where  not  involved  looked  healthy. 
There  were  two  or  three  small  rounded  spots  of  infiltration 
in  the  siibstance  of  the  right  ventricle.  Tlie  valves  were 
normal.     There  was  a  valvular  orifice  at  the  foramen  ovale. 

On  microscopical  examination  it  was  seen  that  areas  of 
new  growth  invaded  and  broke  up  the  nniscle  bundles 
from  the  pericardium  to  the  endocardium.  Tliey  were  of 
varying  sizes,  and  when  the  microscopic  sections  were  held 
lip  to  the  light  it  was  seen  that  the  outer  half  of  the  heart 
wall  had  been  involved  to  the  greater  extent  (Plate  II). 
Under  the  microscope  were  seen — 1.  Wavy  bundles  of  fibro- 
nuclear  tissue  with  elongated  wavy  nuclei  Avhich  sometimes 
invaded  the  muscle  bundles,  and  separated  straggling 
miascle-fibres  from  their  fellows,  and  here  and  there  showed 
dense  nuclear  aggregation.  Some  of  the  muscle-filu'es 
thus  isolated  showed  transverse  striation,  but  in  a  few  tliis 
appearance  was  lost,  and  they  were  attenuated  and  opaque 
(Plate  I,  fig.  2).  2.  Ai'eas  where  the  connective-tissue  fibrilhv 
Avere  not  so  marked,  though  the  nuck'i  were  numerous  and 
stained  very  Avell  indeed.  3.  Areas  of  varying  sizes  with 
increase  of  irregularly  shaped  nuclei  in  the  intermuscuhir 
filn-illa'.  Tlic  muscle  corjuiscles  in  such,  in  some  instances, 
ajjpeared  to  lie  quite  large.  4.  Areas,  thougli  few  and  far  be- 
tween, of  perfectly  healthy  mnscle-fibreand  connectivetissue. 
5.  The  endocardiiiiii  niiich   incronscd  in  thickness;  the  peri- 
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Dr.  George  Carpenter's  case  of  Filn-oid  Disease  of  the  Heart,  in  a  child  12  months  old. 
Fig.  1.— The  Heart:  the  Fibroid  Areas  as  they  appeared  on  the  stxrface  of  the  left 

ventricle  and  on  section  of  its  wall.  .       „,  ■,         .■  ^ 

Fig.  :?- Microscopic  section  of  a  Fibroid  Area,  showing  fibro-nnclear  tissue  and 

■iffoniiiiftnl  iiiii.t;c1e-fibres.  ..      .  „.  - 
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cardium,  where  not  joining-  the  sclerosed  tissue^  unaltered. 
Although  the  endocardium  was  thickened  the  passage  to  it 
of  sclei'otic  offshoots  from  the  neighbouring  muscle-fibres 
was  not  a  feature,  but  a  nuclear  increase  in  these  was  not 
uncommon,  together  with  an  undue  separation  of  them 
from  one  another.  The  thickening  often  appeared  to  l)e 
quite  independent  of,  and  out  of  proportion  to,  any  under- 
lying mischief. 

In  conclusion,  I  should  like  to  say  that  I  have  jnirposely 
confined  myself  to  the  narration  of  cases  al)out  which  there 
can  be  no  question  as  to  the  correctness  of  the  diagnosis,  and 
I  have  intentionally  omitted  all  reference  to  clinical  cases 
of  myocarditis  complicatedwith  pericarditis,  ]ieri-  and  endo- 
carditis, adherent  pericardium,  and  cardiac  abscesses 
secondary  to  pytemia. 

I  would  also  draw  attention  to  the  presence  of  systolic 
and  presystolic  murmurs  in  these  free-from-endocarditis 
cases.  It  would  ap|)ear  that  the  mitral  murmur  merely 
requires  for  its  production  a  leaking  valve,  that  no  rough- 
ness or  irregularity  of  the  segments  is  necessary  to  that 
end,  and  that  a  mitral  murmur  is  not  diagnostic  of  mitral 
endocarditis,  though  it  is  of  mitral  insufficiency ;  that  the 
presystolic  murmur  and  also  the  diastolic  mitral  murmur 
are  indicative  of  a  disturbance  of  the  normal  relationship 
that  exists  between  the  size  of  the  mitral  orifice  and  the 
left  auricle ;  that  when  the  latter  is  distended  and  the 
mitral  ring  is  distorted  the  normal  relationship  dis- 
appears, and  leaves  in  its  stead  a  comfaraflve  narrrowing 
of  the  mitral  orifice — in  other  words,  a  comparative  mitral 
stenosis  for  that  particular  heart ;  and  that  murmurs  which 
depend  upon  these  anatomical  changes  are  indistinguish- 
able clinically  from  the  systolic,  presystolic  and  diastolic 
murmurs  of  ordinary  mitral  disease  and  true  mitral  stenosis, 
and  that  when  these  murmurs  are  present  they  are 
certainly  much  more  in  favour  of  endocarditis  tharL  the 
reverse  by  reason  of  the  greater  comparative  frequency  of 
that  condition  in  heart  disease,  with  the  reservation  that 
mitral   stenosis  in  childhood  is  a  raritv.     Further,  I  wouhl 
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mention  tliat  I  have  heard  similar  murmurs  produced  iu 
adherent  pericardium  associated  witli  a  dilated  heart  free 
from  endocarditis,  as  was  pointed  out  by  Dr.  Theodore 
Fisher,^  and  in  cases  of  pericarditis  and  myocarditis  in 
which  the  endocardium  of  the  valves  Avas  healthy. 

But,  are  not  the  clinical  and  pathological  examples  which  I 
have  just  recorded  the  key  to  the  explanation  of  the  vanish- 
ing mitral  murmurs  which  undoubtedly  arise  in  some  cases  of 
acute  rheumatism  and  of  chorea,  and  of  the,  in  consequence, 
presumed  recoveries  from  endocarditis  and  from  supposed 
functional  cardiac  disorders  ?  Do  they  not  suggest  that,  in 
some  instances  at  least,  the  snpposed-to-be-present  endocar- 
ditis did  not  exist  in  reality  ?  Do  they  not  invite  the  con- 
clusion that  that  which  was  present  was  a  temporary 
softening'  and  want  of  tone  of  the  myocardium,  followed  by 
dilatation  and  subsequent  recovery  ?  hence  the  appearance 
and  disappearance  of  the  mitral  murmur.  Such  a  condition 
of  the  cardiac  muscle  would  also  satisfactorily  explain  undue 
rapidity  and  irregularity  of  the  heart's  action  in  some  cases 
of  chorea.  It  would  also  explain  in  these  cases  of  chorea 
one  type  of  mitral  murmur,  that  which  is  inconstant  in  both 
force  and  rhythm,  and  is  a  not  infrequent  phenomenon  in 
that  disorder,  and  which  entirely  disappears  by  the  time  the 
child  has  recovered  or  is  found  to  have  done  so  at  a  later 
visit.  There  is  one  strong  point  in  favour  of  such  a  theory 
in  explanation  of  these  conditions,  and  that  is,  rheumatic 
myocarditis  undoubtedly  exists  ;  we  have  clinical,  supported 
by  pathological,  evidence  of  this.  AYe  also  know  that 
myocarditis  can  arise  apart  from  endocarditis. 

But,  myocarditis  is  not  always  attended  by  a  mitral 
murmur  even  in  an  advanced  condition  of  dilatation,  nor  is 
it  always  possible  to  map  out  the  slightly  dilated  heart  with 
precision ;  indeed,  the  softening  might  be  so  slight  as  to 
render  its  physical  detection  im])ossible,  but,  nevertheless, 
capable  of  giving  rise  to  definite  symptoms.  Some  such 
supposition  is  also  reasonable  in  ex]ilanation  of  the  follow- 
ing examples  of  cardiac  disrurltancc  wliicl)    1    have  iiuticed 

*  '  Bristol  Meaico-Chirur<,rical  Jcmrnal,'  189i;  'Brit.Me<l.  J.nirn..'  1894. 


i 


UNCOMPLICATED  MYOCARDITIS  IN  CHILDREN.  181 

in  rlieuniatic  fever,  and  with  their  recital  I  will  Tiring  this 
paper  to  a  conclusion. 

In  one  child,  aged  9  years,  there  was  extreme  Aveakness 
of  the  pulse  without  obvious  lesion  of  the  heart,  though  the 
first  sound  at  the  apex  was  almost  inaudible.  These  sym- 
ptoms lasted  for  alx)ut  a  fortnight  and  finally  disappeared. 
In  another  child,  aged  5  years,  the  pulse  was  intermittent, 
and  a  little  later  a  questionable  systolic  bruit  Avas  detected 
at  the  apex,  but  no  further  extension  occurred,  the  inter- 
mission of  the  pulse  disappeared,  and  the  A'alvular  sound 
once  more  became  normal. 

{neacl  February  the  10th,  1903.) 

Discussion. 

The  Chairman  (Dr.  Edmund  Cautley)  congratulated  Dr. 
Carpenter  on  the  excellent  paper  he  had  read  and  the  beauty  of 
the  drawings  exhiltited.  The  subject  Avas  very  important,  and 
the  conditidu  AA'as  frequently  oA-erlooked  in  childreu. 

Dr.  Alexander  Morison  asked  if  Dr.  Carpenter  Avould  state 
what  was  his  experience  of  the  influence  of  the  heart  rate  upon 
the  condition  of  the  cardiac  muscle  in  childreu.  The  only 
morbid  condition  he  covild  detect  in  the  drawing  submitted  was 
some  evidence  of  defectiA-e  striation  in  the  muscular  fibres.  The 
degree  of  connectiA-e-tissue  proliferation  was  not  great.  He 
could  not,  offhand,  diagnose  myocarditis  from  the  specimens. 
Staining  with  hsematoxylin  gaA-e  the  connectiA^e-tissue  colouring 
in  almost  any  heart.  In  one  of  the  pictures  the  longitudinal 
striation  was  better  seen  than  the  transA-erse.  He  would  like  to 
hear  whether  Dr.  Carpenter  had  found  the  striation  indistinct  in 
the  majority  of  the  cases  he  had  examined. 

Dr.  Theodore  Fisher  (Bristol)  xirged  the  importance  of 
microscopically  examining  such  specimens  AAdiile  fresh.  In  his 
early  days  he  had  a  case  shoAving,  to  the  naked  eye,  most  extreme 
fatty  degeneration  on  the  surface  of  the  heart,  V)ut  after  the 
preparations  had  lieen  for  some  time  in  alcohol  A'ery  little 
eA^dence  of  the  condition  could  be  found.  They  should  l;>e  cut 
at  once,  or  hardened  in  formalin.  Sudan  iii  is  a  iiseful  stain. 
He  said  that  septicaemia  Avas  a  not  infrequent  cause  of  myo- 
carditis. There  was  some  atheroma  present  in  one  of  Dr. 
Carpenter's  cases.  Dr.  Mott  believed  atheroma  in  children  was 
mostly  due  to  syphilis :  but  he  (Dr.  Fisher)  thought  there  was 
mostly  some  kind  of  infection.  The  matter  required  further 
working  out.  Atheroma  was  not  imcommonly  present  in  cases 
which  had  died  of  diphtheria  and  typhoid.     He   (Dr.   Fisher) 
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had  been  credited  with  being  the  first  to  notice  that  a  pre- 
systolic murmur  might  be  associated  with  cases  of  heart  disease 
in  childi'en  in  which  there  was  no  mitral  stenosis.  Prom  one  or 
two  cases  he  had  seen,  he  doubted  whether  the  simple  explana- 
tion given  liy  Dr.  Carpenter  was  sufficient.  In  one  of  the  cases 
which  he  found  in  Gruy's  Hospital  Reports,  in  which  Dr. 
Groodhart  and  other  physicians  noticed  a  presystolic  murmur, 
the  mitral  orifice  measured  five  inches.  There  coidd  lie  no  doubt 
that  presystolic  murmurs  occurred  far  more  commonly  in  children 
without  mitral  stenosis  than  was  usually  thought. 

Dr.  George  Carpenter,  in  reply  to  Dr.  Morison,  asked  that 
gentleman  t(.>  re-examine  the  drawing  referred  to.  for  he  believed 
there  was  a  consideralile  amount  of  interstitial  increase.  In  the 
other  specimen  the  sclerosis  was  so  marked  that  he  did  not 
anticipate  any  dilference  of  opinion. 


38.  NOTES  ON  DR.  GEORGE  CARPENTER'S  PAPER 
CONCERNING  CASES  OF  UNCOMPLICATED  MYO- 
CARDITIS  IN    CHILDREN. 

By  a.  E.  SANSOM,  M.D. 

In  an  article  communicated  to  this  Society  ('  Reports  of 
The  Society  for  the  Study  of  Disea.-^es  in  Children,'  vol  ii, 
p.  253)  I  have  said  that  I  know  very  little  or  even  nothing 
clinically  about  myocarditis.  I  do  not  think  that  I  have  to 
alter  this  expression  of  opinion  even  after  the  very  valuable 
contribution  of  Dr.  Carpenter,  but  I  do  beg  to  acknowledge 
with  deep  thankfulness  my  indebtedness^  to  Dr.  Carpenter 
for  the  evidence  he  has  brought  forward,  and  to  any  oliserver 
who  brings  his  mind  to  bear  upon  the  difficult  ])r(iblenis  of 
differentiation  which  now  lie  before  us. 

NoAV  for  a  critical  appreciation  of  the  cases  detaihMl  in 
Dr.  Car])enter's  communication. 

The  first  case  Avas  traceable  (luqipily  only  traceable)  by 
the  clinit'al  liisrory,  for  there  was  a  recovery,  and  morbid 
anatomy  diil  not  cohk.-  in.  Tli(>  ])hysical  signs  wore  those 
of  dilated  right  heai't  with  myocarditis,  which  probably 
involved  also  the  musculi   of  the   left   venti-icle.     The  true 
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causes  of  the  myocarditis  were  in  all  probability  the  micro- 
organisms and  toxins  of  diphtheria. 

'Jlie  second  case  also  showed  dilatation  of  the  right  heait, 
but  here^  alas  !  morbid  anatomy  came  in  to  crucially  demon- 
strate the  matter.  There  were  signs  of  septic  poisoning  of 
the  heart  Avith  degeneration  of  the  muscle-fibres.  It  seems 
})robable  that  in  this  case  also  the  myocarditis  was  brought 
about  by  diphtheria. 

In  the  third  case  no  cause  seemed  to  be  in  evidence  other 
than  rheumatism,  so  far  as  clinical  observations  show^ed. 

The  autopsy,  however,  demonstrated  many  changes  of  a 
tuberculous  nature,  and  the  evidences  of  myocarditis  might 
be  considered  by  some  observers  as  more  of  the  nature  of 
tuberculosis  than  of  rheumatism.  I  cannot  doubt  that 
tuberculosis  can  reinforce  rheumatism,  and  bring  about 
arthritic  phenomena  which  are  common  to  many  septic 
diseases,  and  it  may  be  a  doubtful  point  whether  the  signs 
also  observed  in  the  heart  in  this  case,  and  no  doubt  of  the 
form  of  myocarditis,  were  really  the  effects  of  rheumatism  or 
of  tuberculosis.  Certainly  we  have  no  evidence  that  they 
could  be  of  the  nature  of  rheumatism  uncomplicated  and 
not  reinforced  by  other  agencies. 

In  the  fourth  case  there  was  abundant  evidence  of  tuber- 
culosis, Avith  changes  in  the  muscle  of  the  heart  of  the 
nature  of  myocarditis.  It  may  be  that  rheumatism  was  the 
])rime  cause,  tuberculosis  being  the  reinforcing  agency,  or 
it  may  be  that  the  changes  proceeded  alone  from  the 
Bacillus  tuberculosis  and  its  toxins. 

So  much  for  the  verai  causse  of  the  complex  morbid 
phenomena  termed  myocarditis.  I  am  still  of  opinion  that 
we  have  not  yet  a  clear  clinical  picture. 

Then  in  regard  to  physical  signs,  I  find  myself  quite  in 
accord  with  Dr.  Carpenter  when  he  says  that  a  mitral 
murmur  is  not  diagnostic  of  mitral  endocarditis.  It  is  a 
common  thing  nowadays  for  a  consultant  to  have  a  case 
referred  to  him  as  one  of  valvular  disease  when  the 
C[uestion  is  a  doubtful  one  whether  there  is  any  valve  altera- 
tion at  all.     If  the   second   sound   at  the  apex  preserves 
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its  normal  characters  it  is  most  probalile  tliat,  however 
there  may  be  an  inadequacy  in  the  fulfilment  of  all  the 
details  of  a  normal  cardiac  cycle,  the  fault  is  }tot  in  a 
structural  change  of  the  valve  apparatus. 

Even  a  presystolic  murmur,  wliich  seems  at  first  investi- 
gation to  he  absolutely  indicative  of  a  structural  narrowing 
of  the  mitral  orifice,  may  be  sinndated.  We  have  extensive 
evidence  that  it  can  occur  in  disease  of  the  aortic  valves, 
the  mitral  being  sound.  It  is  true  that  these  cases  are 
rare,  and  that  a  well-marked  ])resystolic  murmur  means 
nearly  cdivaijf!  mitral  stenosis. 

It  is  very  probalde  from  recorded  evidence  that  conditions 
of  thickened  pericardium  with  adhesions  may  produce  a 
])resystolic  murmur  in  the  absence  of  the  structural  lesion 
of  the  valve  orifice.  Dr.  Carpenter  has  adduced  further 
evidence  to  the  eifect  that  in  the  absence  of  the  structural 
lesion  there  may  be  a  diastolic  mitral  murmui",  and  from  a 
relative,  and  not  a  positive  narrowing  of  the  mitral  orifice  ; 
"in  other  words,  a  comparative  mitral  stenosis  in  that  par- 
ticular heart. '^  I  agree  generally  with  these  views,  but  I 
acknowledge,  as  I  am  sure  Dr.  Carj)enter  will  do,  difficulties. 
Premising  that  these  cases  are  rare  and  very  little  affect 
the  fundamental  doctrine  of  Gairdner  and  Fauvel,  that  a 
peculiar  crescendo  murmur  occupying  the  period  in  the 
cardiac  cycle  of  the  auricular  contraction  means  structural 
narrowing  of  the  mitral  orifice,  I  will  agree  that  excep- 
tionally they  so  occur,  that  they  give  rise  to  difficulties,  and 
it  is  our  bounden  duty  to  recognise  these  difficulties  and 
try  to  abolish  them.  In  addition  to  the  [joints  urged  l)y 
Dr.  Carpenter  I  would  adduce  this  difficulty.  In  cases  of 
mitral  stenosis  more  than  in  any  other  cases  of  valvular 
lesion  I  have  found  a  neurosis — the  rapid  heart,  the  irreguhir 
heart,  or  the  slow  heart — come  as  an  epiphenonK'non.  Now, 
in  some  cases  it  is  a  question  whetlier  the  mui-mur  present, 
which  is  evidently  presystolic,  means  a  pcrmaueut  stnictui'al 
lesion,  or  wliether  it  may  possibly  go  away.  In  the  vast 
majority  of  cases  cjf  course  it  ])ersists,  l)ut  I  luive  had 
instances  of  its  disappearance,  and  then  tlie  ([iiestion  comes, 
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was  it  organic  at  first,  or  could  it  he  from  functional  causes  ? 
I  liold  that  even  a  disappearing  murmur  such  as  we  have 
noted  may  he  due  to  structural  causes,  l)ut  that  h\  judicious 
treatment  the  passage  between  auricle  and  ventricle  will 
become  sufficiently  large  and  smooth,  so  that  no  murmur  nor 
other  evidence  may  result. 

The  means  whereljy  this  desired  result  can  be  attained 
are  pure  air,  judicious  exercises  and  bathing,  and  avoid- 
ance of  rheumatic  developments.  Medicinally,  I  think  the 
alkaline  bicarbonates,  ten  grains  of  each,  with  aromatic 
spirit  of  ammonia  twenty  minims  (and  salicylate  of  sodium 
at  intervals),  with  tincture  of  gentian  twenty  minims,  and 
pure  water  to  an  ounce  three  times  a  day  the  best  treat- 
ment. {Bead  Febrnanj  ilip  20th,  1903.) 


39.  A  CASE  OF  CONGE^HTAL  PAEOSTEAL  SARCOINL^ 
ARISING  IN  CONNECTION  WITH  THE  ACRO- 
MION  PROCESS   OF   AN   INFANT. 

By  HENRY   J.  CURTIS,  B.S. 

There  was  no  family  history  of  malignant  disease  or 
tuberculosis.  With  regard  to  the  possible  influence  of  trau- 
matism, it  may  be  stated  that  no  instruments  were  required 
during  delivery,  lal)our  l)eing  perfectly  normal. 

At  birth,  a  tumour  the  size  of  a  small  hen's  eyo'  was 
noticed  over  the  left  shoulder,  the  skin  coverino-  it  beino- 
slightly  red.  The  size  of  the  tuuK  )ur  had  rapidly  increased 
shortly  before  the  child  was  admitted  into  the  North-Eastern 
Hospital  for  Children,  at  5  months  old,  on  December 
the  31st,  1902,  when  it  was  fairly  well  nourished.  Whilst 
under  observation  in  the  hospital  for  three  weeks,  the 
swelling  over  the  left  shoulder  increased  in  size  by  one  and 
a  half  inches  from  l)efore  backwards,  and  by  one  inch  in 
circumference.  The  tem])erature  had  remained  practically 
normal  throuo-hc)ut. 
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The  iiieasureinents  two  days  before  the  operation  were — 
Horizontal  circumference,  11  inches;  from  before  back, 
over  the  top,  9  inches. 

The  tumonr  formed  for  the  most  part  a  smooth,  rounded 
swelling",  the  size  and  shape  of  a  rather  large  orange.  Some- 
what constricted  from  the  main  mass  at  the  anterior  and 
inner  (median)  extremity  was  a  smaller  swelling  about  the 
size  of  a  walnut,  with  several  smaller  rounded  or  ovoid 
nodules  springing  from  its  outer  surface  the  size  of  pigeons^ 
eo-o's.  These  smaller  ovoid  nodules  felt  like  very  tense 
cysts,  the  consistence  of  the  major  part  of  the  tumour  being 
firm  and  elastic.  There  were  three  areas,  one  in  front 
and  two  on  the  outer  and  posterior  aspect  where  definite 
fluctuation  seemed  to  be  present. 

The  tumour  extended  from  the  left  clavicle,  below  and  in 
front,  to  just  above  the  lobule  of  the  left  ear.  Anteriorly 
it  extended  to  the  left  sterno-mastoid  muscle,  but  was 
mova1)le  over  it.  Behind  and  l)elow  it  descended  over  the 
spine  of  the  left  scapula  to  within  an  inch  and  a  half  of 
the  inferior  angle.  Externally  it  reached  to  the  outer 
end  of  the  left  clavicle,  where  it  appeared  to  be  attached. 
It  was  (piite  free  as  regards  that  bone  elsewhere. 
Actually  it  proved  to  be  attached  to  the  outer  end  of  the 
acromion. 

The  tumour  could  not  be  moved  over  the  deep  struc- 
tures apart  from  the  scapula.  In  the  skin  over  the 
upper  ]iart  were  several  large  veins,  and  there  Avas  a 
small  but  distinct  n;wus  over  the  most  ]-)r()min(Mit  ]iart  of 
the  swelling. 

Operation. — On  January  the  "iord,  1903,  under  chloroform 
and  then  ether,  the  tumour  was  readily  removed  through  an 
incision  made  from  before  back  over  the  top  of  the  swelling. 
The  only  i)hice  where  adhesions  of  any  note  were  met  with 
was  at  the  lower  border  of  the  acromion  process  and  the 
adjacent  inferior  border  of  the  acromio-clavicular  articula- 
tion. Three  small  glands  were  excised  from  above  the 
tumour. 

Some  I'edundant  skin  reijuiri'd  i-cmoval,  and  a  few  vessels 
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of  small  size  were  ligatured.  The  wound  was  drained 
at  its  loAver  angle,  elsewhere  being  closed. 

During  the  operation  though  there  was  comparatively 
little  haemorrhage  there  was  considerable  shock,  hypodermic 
injections  of  strychnine  and  ether,  and  a  rectal  injection  of 
brandy  and  saline  being  found  necessary.  The  rectal 
injection  was  repeated  after  the  operation,  owing  to  the  very 
collapsed  condition  prevailing.  On  the  day  after  the  opera- 
tion there  was  free  serous  discharge  through  the  drainage- 
tube,  which  was  shortened. 

Two  da^^s  later  the  drainage-tube  Avas  removed,  some 
effused  blood-clot  being  expressed  from  the  wound.  A 
week  later  all  the  stitches  were  removed.  The  patient  left 
the  hospital  a  week  later,  on  February  the  8th,  with  a  per- 
fectly normal  temperature.  The  wound  was  healed,  and  all 
the  effused  blood  had  become  absorbed ;  the  skin,  however, 
remained  slightly  discoloured. 

On  February  the  13th,  ll'Oo,  the  child  was  brought  to  the 
hospital  in  a  feeble  condition,  and  a  gland  an  inch  and  an 
eigdith  in  leno'th  was  noticed  for  the  first  time  in  each  o-roin, 
and  another  gland  about  three  quarters  of  an  inch  long  in  the 
rig'ht  axilla.  In  the  left  axilla  there  was  no  glandular  en- 
largement evident,  and  the  wound  remained  soundly  healed. 

The  feeble  condition  of  the  child  and  the  enlarged 
inguinal  glands,  taken  with  a  rise  of  temperature  reported 
by  the  mother  to  have  been  persistently  above  101°  for  the 
previous  week,  made  one  suspect  the  occurrence  of  general 
invasion  with  sarcoma.  However,  by  February  the  '28th 
the  child's  general  condition  was  much  improved,  and  the 
enlarged  inguinal  glands  had  returned  to  the  normal  size. 

Description  of  the  groicth. — The  tumour  removed  was 
definitely  encapsuled,  but  the  capsule  was  very  thin,  and 
almost  absent  on  the  deep  aspect. 

A  cut  section  showed  the  tumour  to  be  lobulated,  of  a 
white,  somewhat  granular  surface,  showing  small  areas  of 
ha?morrhage,  especially  in  places  at  the  periphery.  The 
consistence  was  distinctly  soft  and  friable,  the  appearance 
generally  being  that  of  a  typical  sarcoma. 
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Microscopically,  the  growth  proved  to  be  a  tj'pical,  mixed 
small-spindle  and  round-celled  sarcoma,  the  areas  of  small 
round-celled  growth  lying  between  the  bundles  of  well- 
developed  but  small  spindle-cells,  which  contained  the 
usual  oval-shaped  nuclei.  There  were  a  considerable 
number  of  thin-walled  new  vessels,  and  areas  of  extra- 
vasated  blood-corpuscles  were  to  be  seen  of  varying  size. 
The  small  glands  removed  were  remarkably  vascular,  as 
seen  in  stained  section,  and  the  loose  fatty  tissue  around 
was  even  more  congested.  There  was,  however,  no  evidence 
of  infiltration  with  growth,  and  in  this  opinion  I  am  happy 
to  be  confirmed  by  Mr.  A.  G.  R.  Fou]erton. 

Remarks. — The  points  of  interest  in  this  case  are — 

1.  The  question  of  clinical  diagnosis. 

2.  The  remarkable  ease  with  which  the  tumour  shelled 
out,  in  spite  of  its  sarcomatous  nature,  accounted  for  by — 

3.  The  thin  but  well-defined  capsule,  and  the  ill-defined 
seat  of  origin  of  the  swelling,  which  was,  in  fact,  uparostpal 
growth,  as  distinguished  from  a  sarcoma  originating  in  the 
cervical  lymphatic  glands. 

4.  Its  congenital  nature. 

1.  The  diagnosis  had  firstly  to  be  made  between  a  benign 
and  a  malignant  tumour.  In  favour  of  Ijcnign  were  the 
congenital  origin  and  the  physical  signs  already  mentioned, 
notably  the  smaller  nodules,  feeling  like  tense  cysts,  and  the 
Huctuating  areas,  which  strongly  suggested  the  condition  to 
l)e  one  of  hygroma  or  lymphangioma,  the  presence  of  the 
distinctly  na?void  condition  of  the  skin  over  the  most 
prominent  |)art  further  suggesting  a  mixed  angioma  and 
lymphangioma. 

The  congenital  origin,  however,  in  no  way  contra-indi- 
cated maligniincy,  and  in  favour  of  it  were  the  marked 
fixity  of  the  tumour  to  the  deep  structures,  so  that  move- 
ment inde])endent  of  the  scajiula  was  impossiljle  ;  and 
secondly,  the  i-aj)i(l  growth  since  biilh,  esju'cially  during 
the  three  or  tV)ur  weeks  ])rior  to  admission  and  operation. 

2  and  8.  Tlie  fixity  and  situation  of  the  growth,  which 
was  of  verv  considerable  size  tnr  a  child  onlv  five  and  three- 
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quarter  months  old,  made  one  anticipate  some  difficulty  in 
its  removal,  which  proved,  however,  to  be  comparatively 
easy,  no  large  vessels  being-  involved.  The  tumoui'  was 
definitely  encapsuled,  and  was  only  slightly  connected  with 
the  spine  of  the  scapula,  in  all  probability  arising-  in  the 
tissues  immediately  outside  the  periosteum,  thus  belonging 
to  the  rarer  variety  of  peripheral  (as  distinguished  from 
endosteal)  sarcomata,  and  usually  designated  as  iKirosteal, 
which,  as  Glutton  ^  remarks,  only  secondarily  invade  bone. 

Erichsen  refers  to  what  is  apparently  an  exactly  similar 
case  in  his  own  practice,  occurring  in  an  adult,  and  from 
the  account,  which  may  be  conveniently  quoted  in  detail,  it 
would  appear  to  have  been  ])arosteal  at  its  commencement, 
only  secondarily  invading  the  spine  of  the  scapula.  "  A 
tumour  as  large  as  a  full-sized  turnip  was  removed  from 
the  shoulder  of  a  middle-aged  man,  and  was  found  to  be 
slightly  connected  with  the  spine  of  the  scapula.  It 
presented  all  the  characters  of  a  spindle-celled  sarcoma, 
consisting  almost  entirely  of  densely  packed,  fusiform  cells, 
with  oval  or  oat-shaped  nuclei.  A  small  mass  reappeared 
before  the  wound  had  completely  healed.  It  recurred  a 
second  time,  and  a  portion  of  the  spine  of  the  scapula, 
removed  with  the  tumour,  showed  that  the  growth  had 
sprung  from  the  cancellous  tissue."  t 

With  i-egard  to  the  actual  situation  of  the  growth,  Bland- 
Sutton,  in  his  work  on  '  Tumours,^  speaking  generally  (not 
especially  referring  to  children),  says  that  the  scapula  is 
sometimes  attacked  by  sarcoma,  usually  springing  from  the 
body  of  the  bone,  the  coracoid  process  exceptionally  being 
the  seat  of  origin.  He  speaks  of  sarcoma  of  the  clavicle  as 
being  excessively  rare.  This  is  of  some  interest  in  the  pre- 
sent case,  as  the  slight  connection  of  the  tumour  with  the 
acromion  was  close  to  the  outer  end  of  that  process,  and 
therefore  immediately  adjacent  to  the  lower  margin  of  the 
acromio-clavicular  articulation . 

Its  parosteal  origin  is  largely  confirmed  by  the  microsco- 

*  Treves's  '  System  of  Surgery/  vol.  i,  p.  914. 
t  '  Erichsen's  Surgery/  vol.  i,  p.  1039. 
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pica!  appearance,  spindle-celled  sarcomata  arising-  ]n'iniarily 
especially  in  the  periostenni  and  tissues  in  its  neighbourhood, 
in  fascii\?,  and  in  the  secreting  glands — kidney,  ovary,  testis, 
parotid,  etc. 

As  a  few  small  glands  were  also  removed  from  above  the 
growth,  it  may  be  as  well  to  state  that  primary  sarcoma  of 
the  cervical  lymphatic  glands,  as  Pearce  Gould  says,^  is  not 
a  conunon  disease,  is  generally  met  with  in  adults  at  or  past 
middle  life,  and  consists  microscopically  of  small  round-cells 
embedded  in  a  very  fine  wide-meshed  stroma. 

4.  The  congenital  origin  of  this  sarcomatous  tumour  in 
such  a  situation  as  the  shoulder,  as  distinguished  from  the 
internal  organs,  is  of  some  interest.  According  to  Ashby 
and  Wright, t  the  connective-tissue  group  of  tumours  is  that 
almost  exclusively  met  with  in  children.  Sarcomata  appear- 
ing after  Ihrth  are  "  rare  in  children,  are  most  often  seen  in 
connection  with  the  periosteum,  and  often  follow  injuries." 
The  same  authors  also  record  a  case  of  rajiidly  growing 
sarcoma  as  a  sequel  of  acute  periostitis. 

With  regard  to  congenital  sarcoma  of  the  viscera,  the 
kidney  is  perhaps  the  organ  most  frequently  involved,  and 
F.  T.  Paul  is  of  opinion  that  renal  sarcomata  are  probably 
invariably  of  congenital  origin. |  The  present  Avriter  re- 
cently had  to  perform  hysterectomy  in  a  child  of  five  weeks 
for  sarcoma  ap]iarently  arising  from  the  posterior  lip  of  the 
cervix  uteri,  fungating  into,  and  infiltrating  the  wall  of  the 
vagina.  § 

With  regard  to  congenital  sarcoma,  apart  from  internal 
organs,  the  present  writer  has  seen  one  other  case,  opera- 
ted on  by  Mr.  Pnssell  Howard  in  connection  with  the 
])eriosteum  of  the  tibia  in  a  child  five  weeks  old.  The 
aTowtli   formed  an  ill-defined  and  somewhat  difHuent  swel- 

*  '  International  Text-liook  of  Siirg-cry,'  vol.  ii. 

t  '  Diseases  of  Children,'  p.  7(34.  (See  also  a  paper  by  Dr.  Hawthorne 
and  the  present  writer,  'Transactions  of  The  Society  for  the  Study  of 
Disease  in  Children,'  vol.  ii.) 

:  Ibid. 

§  This  case  is  also  (iimted  l)y  Lewers  in  his  work  on  'Cancer  of  tlie 
Uterus.' 
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ling  just  above  and  behind  the  base  of  the  internal  mal- 
leolus of  the  right  tibia.  It  was  about  the  size  and  shape 
of  a  chestnut,  and  its  consistence  was  such  as  to  suo'o-est 
an  hygroma.  The  microscopic  appearance  was  reported 
to  be  that  of  a  round-celled  sarcoma  with  fibrous  stroma. 

According  to  Mr.  Stansfield  Collier,  however,  tumours 
with  such  an  appearance  microscopically,  when  occurring  in 
young  children  sometimes  show  an  extremely  low  degree  of 
malignancy.  They  recur  very  slowly,  and  grow  very  slowly, 
lasting  for  years.  One  such  case,  still  alive,  he  has  had 
under  observation  for  at  least  four  and  a  half  years,  and  he 
prefers  to  look  u])()n  this  class  of  growths  as  fibro-cellular, 
rather  than  as  being  sarcomata  in  the  usual  sense  of  the 
word.  This  type  should  therefore  be  remembered  in 
attempting  to  make  a  prognosis. 

{E.vhihited  March  the  20th,  1903.) 

Postscript  (September,  1903). — The  child  was  seen  re- 
centlv  and  remains  in  o-ood  health. 


40.  A  CASE  WITH  COI^GENITAL  DIMPLES,  COM- 
PEESSION  MAEKS  IN  THE  SKULL  AND  LIMBS, 
AND   CLUBBED   FEET. 

By  H.    stansfield   COLLIER. 

On  behalf  of  Mr.  Stansfield  Collier,  Mr.  H.  J.  Curtis 
showed  an  8  months'  old  Iwy,  born  prematurely  at  8 
months,  the  membranes  having  also  ruptured  a  fortnight 
previously,  so  that  labour  was  unusually  dry. 

There  was  extreme  dimpling  of  the  skin  over  the 
olecranon  processes  and  both  sides  of  the  knees.  Both 
upper  and  lower  limbs,  particularly  the  legs  and  thighs, 
showed  very  marked  lateral  compression,  also  seen  in  the 
skull,  the  forehead  being  in  addition  flattened  from  before 
back,  and  the  tip  of  the  nose  depressed,  as  is  so  frequently 
observed  after  the  cure  of  a  sevei-e  form  of  hareli]). 
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A  vertical  groove  existed  over  the  middle  of  the  body  of 
the  rig'ht  inferior  maxilla,  as  also  at  the  postero-internal 
aspect  of  the  right  leg  in  its  lower  third.  This  groove  in 
the  leg,  taken  with  a  slight  one  surrounding  the  remarkably 
prominent  and  pendulous  buttocks,  it  was  suggested  might 
be  accounted  for  as  the  result  of  the  funis  constricting  the 
buttocks  and  then  passing  down  along  the  back  of  the  leg. 

Both  feet  were  clubl^ed,  the  right  in  a  position  of  talipes 
equino-varus,  so  fitting  accurately,  as  so  frequently  happens, 
into  the  sole  of  the  left  which  was  in  a  condition  of 
calcaneo-valgus.  A  slight  degree  of  skin  dimpling  is  not 
uncommon.  It  is  probably  the  result  of  amniotic  adhesions 
occurring  when  there  is  deficient  liquor  amnii. 

In  the  present  instance,  the  extreme  degree  and  univer- 
sality of  the  compression  effects  would  imply  very  consider- 
able deficiency  in  the  quantity  of  amniotic  fluid,  long 
anterior  to  the  rupture  of  the  membranes  a  fortnight  prior 
ti»  the  premature  delivery  at  eight  months. 

One  further  point  of  interest  in  the  case  was  the  evidently 
stitnted  condition  of  the  limb  bones,  especially  of  the  arms 
and  foreai"ms,  and  of  the  legs  to  a  less  extent,  when  con- 
trasted with  the  body  length,  the  finger-tips,  for  instance, 
barely  reaching  to  the  iliac  crests. 

{Exhibited  MarrJi   the  20fh,  1903.) 


41.  A  CASE  OF  INFANTILISM   IN   A   BOY  AGED  TEN 
AND  A  HALF  YEARS. 

By  a.  A.   SUTHEELAND.  M.D. 

The  boy  was  lOi  years  old,  weighed  28  lbs.,and  was  38^ths 
inches  high.  The  mother  said  that  at  the  age  of  o  years 
he  weighed  9  ll)s.  He  seemed  woll  fornicd,  and  no  marked 
physical  defects  were  obvious.  The  hands  were  some- 
what blue  and  the  finger-tips  a  little  clubbed,  suggesting 
that  some  congenital  defect  of  tlu^  licart  might  be  present, 
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though  he  could  not  detect  anything"  abnonnal.  He  thought 
the  infantile  appearance  of  the  face  was  well  preserved. 
The  mother  described  his  actions  as  being  very  like  those 
of  a  monkey,  and  stated  that  when  she  was  six  months 
pregnant  she  had  a  fright  through  a  monkey,  and  soon 
after  the  child  was  born  some  friends  remarked  that  it 
looked  rather  like  a  monkey  !  When  the  child  learned  to 
walk  it  was  said  to  have  commenced  by  leaping,  while  his 
method  of  taking  food  was  very  much  like  that  of  a 
monkey.  The  boy  was  mentally  backward.  He  had  not 
yet  learned  his  alphabet,  and  lie  was  four  years  old  before 
he  could  talk  at  all.  His  voice  was  husky.  His  habits 
were  mischievous  and  destructive.  When  he  was  sent  to 
school  the  teacher  reported  that  he  Avas  spiteful.  His 
memory  was  only  fair.  The  mother  believed  that  he  had 
not  grown  at  all  during  the  last  three  years.  He  was  not 
aware  that  the  child  had  yet  been  treated,  but  he  intended 
to  put  him  upon  thyroid  gland.  The  boy  did  not  appear 
to  have  been  specially  delicate  in  the  early  years  of  his  life. 
{Exhibited  March  Vie  20t.h,  1903.) 

Discussion. 

Dr.  A.  E.  Sansom  said  he  was  glad  to  hear  Dr.  Sutherland 
say  he  did  not  think  congenital  heart  disease  was  excluded 
because  there  were  no  marked  signs  of  that  present.  The 
history  showed  very  marked  backwardness,  and  mentally  the 
child  seemed  very  ininus  indeed.  What  would  be  the  nature  of 
any  possible  cardiac  anomaly  ?  There  was  no  justification  in 
thinking  of  anything  but  an  open  foramen  ovale,  but  that  might 
not  show  itself  by  any  physical  sign.  He  wished  to  thank  Dr. 
Sutherland  for  bringing  forward  the  case,  and  for  what  he  said 
about  the  condition.  There  might  be  considerable  arrest  of 
development  in  the  heart,  and  yet  there  need  not  necessarily  be 
any  physical  signs  to  betray  it.  The  backAvardness  and  the 
cyanosis  might  be  sufficient  to  justify  an  opinion  that  there  might 
be  a  defect  in  the  heart. 

Dr.  George  E.  Shuttleworth  (Eiclmiond)  said  he  was  glad 
to  have  met  the  l;oy  again.  He  discovered  him  a  few  weeks 
ago  among  some  children  who  were  In-ought  for  admission  to  a 
special  school  in  the  Willesden  district.  The  mother  stated  she 
had  had  many  offers  for  the  custody  of  the  child,  among  others 
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from  Bariiuni  and  Bailey.  He  thought  that  the  boy  had  sufficient 
mental  faculty  to  start  training  upon,  and  that  many  of  his  mis- 
chievous tricks  would  disappear  when  he  was  taught  to  use  his 
hands  for  useful  purposes.  There  were  no  marked  characteristics 
of  cretinism  about  the  case.  He  certainly  thought  thyroid  ad- 
ministration was  applicable  to  the  case,  and  he  hoped  to  see 
how  the  patient  progressed  under  Dr.  Sutherland's  treatment. 

Dr.  Q.  A.  Sutherland,  in  reply,  said  the  doctor  who 
attended  the  contiuement  remarked  that  the  child  was  a  midget, 
but  it  was  not  weighed.  The  mother  was  not  a  small  woman,  but 
she  Avas  said  to  have  had  a  previous  child  which  weighed  2  llis.  at 
liirth  and  lived  f(:>r  five  months,  though  it  was  a  seven-months 
child. 


42.  HYPEETEOPHY    OF    THE    LEFT    SIDE     OF     THE 
BODY   IN   AN   INFANT. 

By  EOBEET    HUTCHISON,  M.D. 

The  case  exliibited  Avas  a  male  baby,  1  uKuitli  v\i\,  suifer- 
iug-  from  liypertrophy  of  the  left  side  of  the  body.  The 
child  liad  been  brought  to  hospital  for  enlargement  and 
protrusion  of  the  tongue.  He  was  the  first  child,  l)orn  at 
full  time,  and  the  labour  Avas  natural.  'J'here  lia<l  been  no 
miscam-iages.  The  tongue  protruded  from  the  nioutli,  but 
the  left  side  Avas  obviously  larger  than  the  right,  and  firm 
and  fleshy,  suggesting  hypertrophy.  Measurements  shoAved 
that  the  left  side  of  the  chest  had  a  circumference  f ths  of 
an  inch  greater  than  the  right,  and  the  left  side  of  the  head 
1  inch  greater  tlian  tlie  right.  The  left  forearm  at  its  thickest 
part  Avas  \  an  inch  larger  than  the  right,  and  the  left  leg 
exceeded  the  girth  of  the  right  by  a  similar  degree.  The 
left  leg  and  arm  Avere  also  longer  than  the  corresjjonding 
right  limb  by  fnlly  h  an  incli.  The  face  presented  no 
visil)]e  difference  in  the  two  sides.  There  Avas  no  other 
abnormality. 

'J'lie  case  Avas  evidently  one  of  liemi-hy]iertropliy  of  the 
left  side,  and  not  hemiatrophy  of  the  right,  l)ecause  of  the 
condition  of  tlie  tongue. 

{E,vhilnted  March  the  20th,  1003.) 
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Discussion. 

The  Chairman  (Dr.  Henry  Ashby)  (Manchester)  said  the 
point  which  occurred  to  him  diiriuy  tlie  descziption  was  as  to 
how  one  coiild  distiui;-uish  l>etweeu  hemi-hvpertrophy  of  the 
right  side  aud  hemiatrophy  of  the  left.  He  liad  been  carefully 
watching  two  cases  recently,  one  a  girl  with  a  history  of  torti- 
collis and  sterno-mastoid  tumour.  She  was  now  seven  or  eight 
years  old.  The  torticollis  had  been  relieved  by  operation,  yet  the 
right  side  of  the  face  was  distinctly  smaller  than  the  left.  It 
was  an  interesting  question  why  sterno-mastoid  laceration  at 
birth  should  give  rise  to  restricted  growth  on  that  side  as  time 
went  on.  The  other  case  was  one  of  facial  hemiatrophy,  or,  as 
Gowers  called  it,  pantrophy,  in  which  the  left  sides  of  the  jaw, 
soft  palate,  and  tongue  were  smaller  than  the  right.  There  were 
sclerodermic  patches  on  the  right  side  and  on  the  back.  It 
would  be  interesting  to  find  some  reason  for  that  difference  in 
rate  of  growth  of  two  sides. 

Mr.  H.  J.  Curtis  suggested  that  the  plan  adopted  by  Mr. 
Barker,  of  taking  out  a  wedge-shaped  mass  from  the  tongue  and 
bringing  the  parts  together,  should  lie  employed.  It  was  better 
than  using  the  cautery,  perfect  union  l»eing  obtained. 

Dr.  Robert  Hutchison,  in  reply,  said  that  it  was  clear 
that  it  was  hypertrophy  of  one  side  aud  not  atrophy  of  the 
other,  because  the  tongue  was  a  guide:  that  was  distinctly 
hypertrophied  on  the  left  side.  The  tongue  had  not  yet 
interfered  ■ndth  sucking  or  Avith  respiration,  and  he  thought  of 
leaving  it  alone  until  the  child  was  older.  If  it  should  need 
operation,  the  form  mentioned  h\  Mr.  Curtis  seemed  to  commend 
itself,  on  the  assumption  that  it  was  purely  a  hemi-hypertrophy  ; 
but  if  it  were  a  lymphangioma  that  would  lie  contra-indicated. 


43.  A   CASE    OF    CHEONIC   MANIA    (r )    W.    A    CHILD. 

By   EOBEET    HUTCHISON,  M.D. 

The  patient,  a  girl  5  years  of  age,  exhibited  restless- 
ness, incoherence,  aud  excitability.  The  child's  mother  was 
sure  that  up  till  three  years  of  age  the  girl  had  been 
perfectly  natural,  and  had  walked  and  talked  early.  Tlie 
present  symptoms  had  come  on  tAvo  years  before,  about  the 
time  when  the  second  child  of  the  family  was  born.     The 
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patient  then  became  passionate,  noisy,  and  excitable,  sym- 
ptoms which  had  continued,  but  with  diminished  intensity, 
until  the  present.  There  was  no  family  history  of  insanity, 
and  the  mother's  pregnancy  and  labour  when  the  patient 
was  born  had  been  normal.  The  patient  presented  no  sign 
of  any  organic  disease,  and  the  head  exhibitecl  no  abnor- 
mality. She  was  very  excitable,  constantly  moving  about, 
laying  hold  of  things  in  the  room.  She  chattered  in- 
cessantly, and  exhil)ited  a  great  tendency  to  repeat  ques- 
tions put  to  her.  She  could  spell,  but  not  read,  and  she 
liked  and  understood  pictures.  She  was  also  very  sensitive 
to  music — alniormally  so  the  mother  thought,  and  music 
always  excited  her  greatly.  Hei-  memory  was  good,  and 
she  was  clean  in  her  habits  and  slept  well.  She  had  never 
been  to  school. 

On  the  strength  of  the  history  he  was  inclined  to  regard 
the  case  as  one  of  chronic  mania,  /.  e.  insanity,  rather  than 
as  one  of  imbecility.        {E.diihited  March  the  20th,  1903.) 

Discussion. 

Dr.  George  E.  Shuttleworth  (Richmond)  said  he  did  not 
understand  wliy  a  child  who,  during  the  first  few  years  of  life, 
appeared  quite  normal  should  suddenly  liecome  abnormal,  espe- 
cially at  the  time  the  mother  was  laid  aside,  unless  there  were 
some  definite  reason.  He  suggested  that  the  child  might  have 
had  a  fall,  setting  up  some  meningitis,  without  the  mother 
knowing  it.  The  case  seemed  on  the  border-line  between 
imbecility  and  insanity,  but  seemed  rather  to  belong  to  the 
latter  category. 

Dr.  Q.  A.  Sutherland  said  he  saw,  a  year  ago,  a  child  of 
al:)out  seven  years  of  age,  the  mother  of  whom  gave  a  similar  history 
to  that  related  by  Dr.  Hutchison ;  it  was  quite  well  up  to  the 
third  year,  had  walked  and  talked,  luit  that  it  afterwards  became 
quite  imbecile.  The  simplest  course  was  to  doubt  the  mother's 
story,  because  during  the  first  few  years  of  life  mothers  were  apt 
to  exaggerate  the  mental  powers  of  their  offspring,  and  not 
luitil  the  children  were  older  were  mothers  convinced  oi  their 
backwardness.  The  mother  of  Dr.  Hutchison's  case  said  the 
child  was  always  very  excitable,  and  he  thought  possibly  the 
child  was  not  sound  during  the  first  few  years  of  life,  but  that 
tliF  mother  had  not  noticed  the  fact. 

Dr.  Robert  Hutchison,  in  reply,  said  he  highly  valued  Dr. 
8huttlcworth"s  o})inion  of  the  excitable  child.     He  admitted  tliat 
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one  must  not  be  too  much  gaiided  bv  the  mother's  storv.  The 
tendency  was  to  class  such  cases  as  imliecile,  but  it  must  be 
conceded  that  insanity  did  occur  in  children ;  and  a  child  which 
was  excitable  all  its  life  was  likely  to  lose  its  mental  l)alance,  and 
the  advent  of  another  child,  and  consequent  jealousy,  might  be 
the  determining  fact. 


44.  ACUTE    AMAUEOSIS    FOLLOWING    INFANTILE 
CONiaTLSIONS. 

Bt  henry  ASHBY,  M.D., 

AND 

SYDNEY   STEPHENSON,  CM. 

One  of  the  present  writer.s  (1)  has  recorded  a  numl)er 
of  cases  of  amaurosis  in  infants,  in  whicli  the  blindness 
was  due  to  attacks  of  posterior  basal  meningitis  ending 
in  recovery. 

We  propose  to  bring  before  the  Society  on  this  occasion 
another  group  of  cases  of  amaurosis  occurring  in  early  life, 
which  we  believe  are  entirely  distinct  from  the  post-menin- 
gitis g'roup,  and  which  owe  their  origin  to  severe  convulsions. 

It  is  not  uncommon  in  the  out-patient  room  to  get  a 
history  from  a  mother  that  her  infant  or  child  Avas  left 
blind  for  some  weeks  or  longer  after  having  had  a  severe 
series  of  convulsions.  We  may  get  such  a  history  when 
investigating  cases  of  "  infantile  hemiplegia."  The  story 
runs  that  the  child  was  convulsed  for  some  hours,  and  when 
he  became  conscious  again  he  was  blind,  and  that  his 
arm  and  leg  were  paralysed.  The  sight  completely  re- 
turned, but  not  the  power  in  the  liml)s.  In  other  cases  the 
paralysis  had  been  but  slight,  and  the  paresis  disappeared 
before  the  amaurosis. 

No  doubt  much  caution  must  be  exercised  in  drawing 
conclusions  from  the  history  given  by  friends  as  to  the 
condition  of  the  infant's  sight.  Such  unskilful  observers 
as  the  parents  of  out-patients  usually  are  will  be  likely  to 
confuse  "  unconsciousness  "  or  "  mind-blindness  "  with  loss 
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of  sio'lit.  Moreover,  the  blindness  spoken  of  niit>-ht  lie  due 
to  posterior  basal  meningitis  or  to  a^  temporary  papillitis. 
But,  after  putting  on  one  side  all  sources  of  error  and  ex- 
cluding doubtful  cases,  there  remains  a  group  in  which  a 
more  or  less  temporary  blindness  is  "  post-eclampsic," — 
that  is,  follows  as  the  result  of  a  series  of  convulsions  with 
coma,  Avhich  remind  us  of  the  status  epilepticus  of  adults. 
The  amaurosis  may  be  accompanied  by  aphasia  and  hemi- 
plegia of  a  tempi  irary  or  more  lasting  type. 

It  may  be  objected  that  convulsions  do  not  constitute  a 
"  self- standing  "  disease,  but  are  only  accidental  complica- 
tions of  many  pathological  states,  and  this  is  no  doubt  true  ; 
but  oiir  point  is,  that  whatever  their  origin,  the  convulsions 
themselves  are  the  actual  cause  of  the  amaurosis  to  which 
we  refer.  The  explosions  or  nerve-storms  may  involve  the 
visual  cortical  centres  as  well  as  the  Rolandic  motor  centres, 
or  the  speech  centime,  and  the  period  of  discharge  be  followed 
by  a  period  of  exhaustion.  The  following  cases  will  illus- 
trate our  meaning. 

Case  1.- — S.  R — ,  aged  3  years,  was  admitted  into  the 
Manchester  Children's  Hospital  on  December  the  19th, 
190'2.  The  mother's  history  was  kindly  supplemented  by 
Dr.  J.  M.  Cruickshank,  who  attended  the  child  during  the 
acute  attack.  A  paternal  uncle  sutters  from  epilepsy,  and 
an  infant  brother  died  in  convulsions.  The  patient  suffered 
from  convulsions  a  year  ago;  he  has  also  suffered  from 
eczema.  Two  weeks  before  admission,  when  in  apparent 
health  and  without  any  assigned  cause,  the  child  was  seized 
with  severe  general  convulsions,  which  lasted  four  or  five 
hours.  There  was  drowsiness  for  several  days  after  the 
convulsive  stage  was  over.  The  temperature  during  the 
"status  eclampticus"  rose  to  10o"5°  F.  ;  the  jnipils  were  at 
first  pin-head  size,  l)ut  later  Avere  dilated  and  sluggish. 
Examination  of  tlie  eyes  l)y  Dr.  Cruickshank  showed  no 
optic  neuritis  or  any  coarse  changes.;  there  was  no  albumen 
in  the  urine.  One  of  the  first  things  the  cliild  said  when 
coming  round  was,  "Mummy,  draw  the  liliiid  up,"  and  his 
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repeating  this  request  several  times  called  the  attention  of 
the  friends  to  the  fact  that  he  could  not  see."^  There  was 
some  paresis  of  the  left  arm. 

On  admission  it  Avas  noted  there  was  no  paresis ;  the 
knee-jerks  and  plantar  reflexes  were  normal.  The  boy 
seemed  completely  l)lind,  hut  the  pupils  were  of  the  noi-mal 
size  and  acted  to  light.  The  pupils  contracted  w^ell  when 
light  was  thrown  on  them  with  an  ophthalmoscopic  mirror, 
but  the  child  did  not  seem  to  notice  the  light.  They  dilated 
well  with  atropine.  The  fundi  were  nomnal.  His  hearing 
was  abnormally  acute  ;  he  Avould  sit  up  in  bed  playing  with 
toy  animals,  which  he  recognised  by  touch,  and  chatting  to 
the  other  children  when  he  heard  their  voices.  He  would 
sing  nursery  rhymes  and  accompany  on  a  toy  piano,  but 
often  missed  the  keys,  as  he  could  not  see  them.  About 
ten  days  after  admission,  Avhen  the  Avard  Avas  lighted  up  at 
night,  he  repeated,  for  the  first  time,  "Light  !  light!"  and 
about  the  same  time  he  Avas  conscious  of  the  light  of  a 
taper  AAdien  brought  near  his  face,  and  Avhen  asked  to  bloAv 
it  out  he  tried  to  do  this,  but  usually  in  the  Avrong  direc- 
tion. He  could  recognise  a  Avatch,  if  placed  in  his  hands,  by 
putting  it  to  his  ear,  but  he  could  not  see  it.  By  January 
the  16tli  it  Avas  CAndent  his  sight  Avas  returning;  he  could 
recognise  objects,  such  as  books  or  a  Avatch,  a  couple  of  yards 
off.  After  this  there  Avas  i-apid  improvement,  and  by 
January  the  29th  he  could  recognise  toys  on  the  other  side 
of  the  ward  and  pick  up  beads  and  pins.  He  Avas  clumsy 
for  a  Avhile  on  his  legs,  and  he  ran  against  things  and 
knocked  his  head  against  chairs  for  some  time  after  it  Avas 
certain  that  he  could  see.  Recovery  appeared  to  take 
place  in  both  eyes  sloAvly  and  equally,  and  Ave  could  obtain 
no  CA'idence  of  hemianopia  or  that  central  sight  returned 
before  peripheral,  but  the  fact  that  he  knocked  his  head 
against  the  Avard  furniture  AA'hen  running  about  Avas  sugges- 
ti\^e  of  his  peripheral  vision  being  less  acute  than  the  central. 

*  It  is  interesting  to  note  that  the  child  had  a  clearly  pictnred 
memory-image  of  the  window  with  the  blind  ixp,  and  also  of  the  state 
of  darkness  Avhen  the  blind  was  down. 
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Case  2. — George  T — ,  aged  7  montlis,  was  first  seen  on 
Deceniher  the  1st,  1897,  at  the  Xorth-Eastern  Hospital  for 
Children,  London.  He  had  heen  wasting  for  a  fortnight, 
with  occasional  vomiting  and  "  constipated  bowels."  He 
had  been  brought  up  on  the  breast,  and  when  examined  had 
foiir  teeth.  Januanj  the  '26th,  1898. — Since  the  last  visit  he 
has  had  "  congestion  of  the  lungs,"  followed  by  fits  lasting 
for  two  weeks.  The  babv  Avas  found  to  be  blind  after  the 
fits.  There  is  noAv  weakness  of  the  riglit  arm  and  leg.  No 
optic  neuritis  or  coarse  changes  in  the  fundus  can  be 
detected.  The  pupils  are  equal  and  active.  There  was 
no  family  history  of  fits,  or  lunacy,  or  of  epilepsy. 
Fehrnanj  the  '2Srd.—The  child  still  appears  to  be  blind. 
March  the  9t]i. — Some  vomiting  still  occurs  from  time  to 
time.  The  eyes  do  not  follow  a  light.  The  pupils  are  active. 
There  is  no  rigidity  of  the  right  arm  and  leg,  both  of  which 
he  is  able  to  move  slightly.  Mar/  the  11th. — The  mother  is 
certain  that  the  child  is  l)lind.  There  is  slight  rigidity  of 
the  right  arm  and  weakness  of  the  right  leg.  The  knee- 
jerk  on  the  right  side  is  somewhat  pZn.<«.  The  o]itic  discs 
were  thought  to  be  slightly  white,  but  the  (iphthalmoscopic 
examination  was  difficult,  incomplete,  and  probably  fal- 
lacious. It  appears  that  the  baby  had  several  fits  a  week 
or  so  since,  and  the  last  fit  was  followed  l)y  a  period  of 
apparent  unconsciousness.  June  the  loth. — The  child  now 
moves  all  his  limbs  freely,  and  no  rigidity  can  be  made  out. 
TIk'  knee-jerks  are  exaggerated.  The  eyes  follow  the  move- 
ments of  the  ophthalmoscopic  niirror.  September  the  'Jth. — 
Al)0ut  a  month  ago  the  mother  noticed  that  the  child  looked 
at  things,  and  she  is  of  ()])ininn  that  he  can  now  see  with 
his  riglit  Init  nut  with  his  left  eye.  Fehrtiary  the  'loth,  1903. — 
The  child  is  now  nearly  six  years  of  age.  The  mother  states 
that  the  sight  slowly  iiii])ro\c'd  until  it  bfcanu'  (piite  good. 
The  right  arm  and  leg  also  recovered.  He  was  unable  to 
walk  until  six  months  since,  but  now  gets  alxuit  nicely  by 
himself.  -  Sight  is  good  ;  the  fundi  are  noi-mal.  The  knee- 
jerks  are  normal.  Intelligence  is  good.  Tlic  limbs  ai-e  of 
equal  girth  and  wai-mtli. 
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Case  3. — Alfred  P — ,  aged  18  months,  was  seized  with 
convulsions  about  two  months  l)et'ore  he  came  under  care,  and 
they  were  followed  by  a  period  of  unconsciousness,  which 
lasted  four  days.  There  was  intercurrent  vomiting.  Upon 
recovery  he  Avas  found  to  be  blind,  and  his  right  arm  and 
leg  "  hung  as  if  paralysed."  The  sight  is  stated  slowly  to 
have  improved^  so  that  when  I  saw  the  case  I  could  not 
satisfy  myself  there  was  any  departure  from  normal  in 
that  respect.  The  pupils  were  equal  and  active ;  the  fundi 
showed  no  morbid  changes.  The  right  arm  and  leg,  how- 
ever, were  distinctly  weaker  and  colder  (?)  than  those  of  the 
opposite  side. 

Case  4.- — ^Annie  S — ,  aged  14  months,  had  suffered  from  a 
cerebral  attack  some  four  weeks  before  she  fell  under  notice. 
Tliis  was  marked  by  convulsions,  vomiting,  semi-conscious- 
ness, "screaming  fits,"  and  incontinence  of  urine  and  fteces. 
The  symptoms  persisted  f(»r  four  or  five  days,  and  then 
gradually  passed  away,  when  it  was  found  that  the  child 
was  perfectly  blind.  The  right  leg  was  also  weak.  AMien 
the  baby  was  seen  she  did  not  follow  the  flash  of  the 
ophthalmoscopic  mirror  at  all  readily,  and  the  vision  of  the 
right  was  thought  worse  than  that  of  the  left  eye.  Her  sight, 
by  the  way,  was  stated  to  be  improving.  The  pupils  and 
fundi  (the  latter  examined  under  chloroform)  Avere  normal. 
The  case  then  passed  from  under  observation. 

Case  5. — Eoland  H.  T — ,  aged  5  years,  was  admitted  into 
the  Manchester  Children's  Hospital  on  October  the  2nd, 
1902,  with  infantile  hemiplegia.  His  mother  states  that  when 
eighteen  months  old  he  had  a  severe  attack  of  whooping- 
cough,  followed  by  convulsions.  He  was  convulsed  for  four 
hours ;  this  was  followed  by  stu])or  for  some  days.  It  was 
then  noted  that  his  right  arm  and  leg  were  paralysed,  and 
also  the  right  side  of  his  face.  He  was  blind,  and  could 
not  speak.  His  sight  gradually  returned  in  the  course  of 
a  week  or  two,  but  he  did  not  speak  for  a  month.  He  has 
a  well-marked  spastic  hemiplegia  and  slight  facial  paralysis. 
His  intelligence  is  fairlv  good. 
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liemarks. — Nettleship  (2)  lias  reported  two  cases  similar 
to  the  above,  and  Gay  (3)  reports  four  more.  Both  authors 
relate  other  cases  of  amaurosis,  which  are,  however,  clearly 
not  on  all-fours  with  (.)urs. 

If  we  analyse  these  11  cases,  /.  e.,  which  include  our  own 
and  those  of  the  above-named  authors,  Ave  find,  as  far  as 
age  is  concerned,  2  were  between  six  weeks  and  two  months, 
2  between  seven  months  and  eight  months  ;  4  from  thirteen 
months  to  eighteen  months,  and  3  from  two  and  a  half 
months  to  three  years.  In  2  cases  the  convulsions  occurred 
during  whooping-cough,  and  one  followed  "  congestion  of 
the  lungs ; ''  in  8  cases  no  cause  could  be  assigned.  In  one 
case  the  convulsions  were  only  slight ;  in  the  rest  the 
attacks  were  evidently  severe,  the  "  status  eclampticus " 
lasting  for  some  hours,  and  unconsciousness  or  stupor  for 
some  days.  In  one  case,  aged  two  months,  the  convulsions 
and  stupor  lasted  for  two  weeks,  the  amaurosis  which  followed 
was  still  present  when  seen  at  seventeen  months  of  age, 
and  there  was  apparently  some  optic  atrophy,  as  the  "  discs 
were  of  a  light  tan  shade." 

In  4  of  the  cases  there  was  no  accompanying  paralysis. 
In  7  (or  63"6  per  cent.)  there  was  more"<n'  less  paralysis; 
in  one  of  these  the  ])aresis  of  the  left  arm  disappeared 
in  a  week  or  two.  In  4  there  was  a  well-marked 
right  hemi])legia  which  lasted  for  some  months,  and  in 
some  of  the  cases  the  paralysis  seemed  likely  to  be  per- 
manent. In  one  case  there  was  a  left  hemiplegia,  and  in 
another  weakness  of  the  legs.  The  fundi  were  normal  in 
all  Init  two;  in  the  latter  one  disc  was  whiter  than  normal, 
and  in  the  other  the  discs  were  of  a  light  tan  shade.  In  all 
except  one  there  was  recovery  of  sight ;  in  the  exceptional 
case  blindness  seemed  likely  to  be  permanent.  For  the 
most  part  the  pupils  were  observed  to  be  normal  and 
active,  in  others  sluggish.  In  one  case  there  was  temporary 
aphasia.  In  only  one  have  we  a  note  of  the  urine,  viz., 
Case  1  ;  in  this  case  there  was  no  jtUmminuria. 

What  was  the  nature  and  cause  of  the  convulsive 
attacks  ''    The  historv  in  iieai-l\'  all  of  the  cases  records  that 
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the  fits  were  frequent^  and  accompanied  by  coma  or  stupor 
wliich  lasted  some  hours  or  days.  Indeed  this  condition 
of  coma  was  so  serious  in  some  instances  that  death  seemed 
imminent.  In  two  cases  whooping-cough  appears  to  have 
been  the  exciting  cause ;  in  another  "  congestion  of  the 
kings  ; ''  while  in  other  cases  no  cause  could  be  assigned. 
It  is  possible  the  toxin  of  pneumonia  or  influenza  may 
have  been  the  immediate  cause  in  some  of  the  cases,  or, 
less  likely,  the  convulsions  were  unvmic.  This  condition 
of  "  status  eclampticus "  which  occurs  in  infants  and 
young  children  is  in  some  ways  remarkable,  and  no  doubt 
does  duty  on  occasion  tor  "  l)rain  fever  "  or  "  meningitis  " 
from  which  recovery  takes  place.  The  post-mortem 
findings  in  such  cases,  according  to  our  experience,  are 
disappointing,  nothing  but  a  wet  brain  with  venous  con- 
gestion being  found,  at  least  to  the  naked  eye.  Probably 
this  condition  is  much  oftener  due  to  reflex  irritation 
than  to  central  lesions.  In  those  cases  associated  with 
a  hemiplegia  which  becomes  permanent,  there  can  be  little 
doubt  there  is  a  grave  organic  lesion,  such  as  a  throm- 
bosis or  ha3morrhage  involving  part  of  the  Rolandic  area 
or  its  "hinterland,"  but  whether  the  lesion  is  the  cause 
or  consequence  of  the  convulsions  in  any  given  case  must 
at  present  be  left  an  open  cpiestion.  The  stage  of  coma, 
which  is  so  often  prolonged  for  some  time  after  the  con- 
vulsions have  ceased,  may  be  the  result  of  exhaustion  or 
of  toxin  poisoning,  and  when  consciousness  returns  the 
visual  centres  are  left  in  an  anaesthetic  state,  or  the  motor 
speech  centre  or  other  motor  centres  may  be  left  in  a 
temporarily  exhausted  condition. 

There  is  some  evidence  to  show  that  the  visual  cortical 
centres  are  involved  in  the  epileptic  attacks  of  adults.  It 
is  well  known  that  visual  aura3  are  not  uncommon. 
Gowers  (4)  records  that  "loss  of  sight  preceded  loss  of 
consciousness  in  26  cases  out  of  1000  cases  collected  by 
him.  In  one  case  the  loss  of  sight  in  minor  attacks  lasted 
for  an  hour,  and  was  followed  by  an  hour's  sleep.  Gowers 
concludes  that  "  the   phenomena    of    these  aurte    suggest 
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that  there  mav  be  both  a  discharge  and  an  inhibition  of 
the  same  centre.  For  instance,  a  patient  always  first  saw 
a  flash  of  light,  then  sight  was  lost,  and  then  conscionsness." 

Anditory  warnings  as  well  as  visnal  appear  to  occur  in 
the  epileptic  attacks  of  adults,  although  perhaps  not  as 
fi'equently.  AVe  are  not  aware  of  any  loss  of  hearing 
following  the  fits  of  infants  or  children. 

In  the  "night  tem-ors "  as  well  as  in  the  rarer  "day 
terrors "  of  children  (conditions  which  are  allied  to 
epilepsy)  the  frights  are  occasioned  by  the  involutary 
recall  of  visual  memory-images  ;  the  child  sees  pursuing 
wild  beasts,  rats,  or  other  horrors,  but  does  not  appear  to 
hear  any  sounds. 

Transient  hemianopia,  or,  at  any  rate,  partial  l)liiidness,  is 
apt  to  occur  in  association  with  migraine  in  neurotic  sub- 
jects. A  neurotic  girl  under  our  observation,  who  often  has 
severe  headaches,  frequently  complains  in  these  attacks  that 
she  cannot  see  anything  situated  in  the  right  half  of  the 
field  of  vision.  In  looking  at  the  word  "  Monday,"  for 
instance,  she  sees  "Mon"  but  not  "  day." 

Dr.  W.  Harris  (5)  has  recorded  some  cases  of  hemianopia 
following  unilateral  convulsions  in  adults  with  general 
paralysis,  and  also  following  attacks  of  migraine.  He  says 
that  "  in  many  cases  an  epileptic  discharge  may  originate 
in  or  near  the  half  vision  centre  on  one  side,  in  some 
cases  proceeding  no  further  beyond  producing  temporary 
hemianopia,  and  in  others  producing  a  typical  epileptic  fit  ; 
and  again  in  others  giving  rise  to  unilateral  convulsions 
without  loss  of  consciousness." 

Dr.  F.  E.  Batten  tells  us  he  has  also  seen  a  tem]iorary 
heniiano]iia  follow  an  epile})tic  or  convulsive  attack  in  a 
child. 

A  transient  aphasia  may  also  occur  in  association  with  a 
tem])orary  amaurosis  following  convulsions,  as  in  Case  5.  In 
another  case  coming  under  our  notice, an  aphasia  which  lasted 
two  months  followed  a  convulsive  attack,  but  was  not  asso- 
ciated with  any  blindness.  A  boy  of  two  and  a  half  years  old 
suffering  fi'oui  whooping-cough  was  seized  with  convulsions 
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which  histed  four  hours,  and  when  consciousness  returned  it 
was  found  he  coukl  not  speak.  When  seen  shortly  after  he 
appeared  quite  well,  and  understood  what  was  said  to  him, 
but  refused  to  say  a  word.  He  ]iushed  his  plate  at  dinner- 
time when  he  wanted  more.  Two  months  later  he  began  to 
say  a  few  words,  and  then  (piickly  became  as  big*  a  chatter- 
box aseve\". 

We  have  already  noted  the  occurrence  of  a  temporary 
paresis  of  hemiplegic  distribution  which  is  found  not  infre- 
quently after  convulsions,  i-ecovery  taking  place  in  the 
course  of  a  few  days  or  Aveeks.  This  also  follows  epileptic 
attacks,  as  is  well  known.  In  infantile  convulsions  from 
reflex  excitation  the  spasms  are  often  one-sided,  or  at  least 
more  marked  on  one  side  than  the  other,  and  the  side  which 
has  suffered  most  is  apt  to  be  weak  for  a  while. 

In  conclusion  we  would  venture  to  suggest — 

1.  That  there  is  a  form  of  amaurosis  which  occurs  in 
infants  or  young  children  which  is  post-eclampsic,  due  to 
anaesthesia  of  the  visual  centres. 

2.  That  the   convulsions,   which   may  be   due  to  various- 
causes,  are  apt  to  be  severe  and  accompanied  l^y  coma. 

3.  That  the  amaurosis  may  be  associated  with  aphasia, 
and  paresis  of  hemiplegic  distribution.  The  hemiplegia  may 
be  permanent. 

4.  That  the  amaurosis  is  for  the  most  part  transient.  It 
is  possible  that  in  some  instances  there  is  hemianopia. 
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Discussion. 

Dr.  A.  E.  Sansom  tlionyrht  that  the  part  of  the  paper  which 
was  not  the  least  interesting  was  that  which  appealed  to  the 
imagination,  and  the  element  of  imagination  was  largely  neces- 
sary in  the  matter  of  children's  diseases.  Amaurosis  had  been 
defined  as  a  disease  in  which  the  patient  did  not  see  anything, 
nor  the  doctor  either.  The  cause  of  the  amaurosis  in  such  cases 
as  those  narrated  Avas  not  known :  it  was  prol^alily  either  a 
poison  of  the  nervous  mechanisms  involved,  or  a  A'aso-motor 
ischaeniia.  It  might  be  a  local  poison,  which  might  have  as 
its  expression  a  neuritis  or  neurosis.  It  was  either  an  abnormal 
condition  of  the  nerve  mechanism,  or  au  abnormal  condition  of 
the  vessels  which  nourished  that  mechanism.  If  it  was  an 
ischsemia  involving  the  vaso-motor  mechanism,  it  must  involve  it 
more  on  one  side  than  the  other,  and  if  so  it  threw  a  flood  of 
light  on  the  very  interesting  question  of  the  cause  of  increased 
blood-pressure.  Contractions  of  arterioles  might  l)e  regional, 
and  not  universal.  The  contraction  was  a  very  ditficult  question 
to  face.  It  had  been  said  that  alcohol  relaxed  the  arterioles.  l>ut 
it  was  not  so.  Alcohol  produced  tonic  contraction  of  them  for 
a  longer  period  than  perhaps  an^-fhing.  Chloroform  and  all  the 
anaesthetics  would  contract  for  a  limited  time,  but  dilatation 
rapidly  followed.  The  fact  remained  that  the  contractions  might 
l)e  local  and  not  general,  and  they  might  be  a  reinforcing  cause 
of  high  arterial  tension.  There  might  he  ischsemia,  which  might 
be  in  a  limited  area  of  the  hram  or  heart  or  various  organs  of 
the  body.  It  was  a  great  encouragement  to  have  cases  so 
carefidly  detailed  as  in  the  paper,  and  in  the  case  of  children 
there  was  less  likely  to  he  complicating  conditions  than  in  adults. 

Dr.  Robert  Hutchison  said  that  a  very  similar  couditit)n  of 
amaurosis  cuuld  l>e  seen  in  other  cereltral  conditions.  He  had 
seen  it  after  superficial  meningitis,  the  l)lindness  being  transitory, 
and  unaccompanied  l)y  fundal  changes. 

Dr.  George  Carpenter  said  Dr.  Henry  Ashliy  and  Mr. 
Sydney  Stephenson  in  their  paper  placed  on  record  what  they 
considered  to  be  a  variety  of  amaurosis  in  early  life  distinct  from 
that  due  to  post-basal  meningitis.  In  some  cases  hemiplegia 
followed  couvvdsions,  together  with  lilindness,  the  sight  returning, 
but  not  the  paresis  in  the  limbs.  In  other  cases  paralysis  Avas 
slight,  and  the  paresis  disappeared  l>efore  the  amaurosis.  The 
condition  thev  descrilioil  rcmindcil  them  of  the  status  epilepticus 
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of  adults,  a  state  of  exliaustion  of  cortical  centres ;  and  their 
point  was  that  whatever  their  origin  the  convulsions  were  the 
actual  cause  of  the  amaurosis  to  which  they  referred.  Quite 
apart  from  posterior  basal  meningitis,  he  had  seen  temporary 
amaurosis  in  sequence  to  a  series  of  infantile  convulsions  in  a  child 
eighteen  months  old  who  had  heen  suliject  to  eclampsia,  and  he 
had  also  seen  it  in  other  conditions  associated  with  convulsions, 
which  he  should  have  ascrilied  to  meningitis  rather  than  to  a 
condition  of  statics  epilepticus.  I^he  theory  which  they  put 
forward  was  certainly  a  plausible  one,  l)ut  it  was  a  theory,  and 
lacked  2^<^st-mortem  confirmation.  He  confessed  that  certain  of 
their  cases  impressed  him  as  being  not  altogether  free  from  a 
strong  suspicion  of  meningitis,  and  in  one  or  two  instances  the 
possiljility  of  an  intra-cranial  heeniorrliage  could  not  be  altogether 
excluded.  That  a  child  recovers  sight  is  no  proof  that  serious 
organic  mischief  was  not  present,  and  to  which  the  amaurosis 
was  due  ;  indeed,  sight  may  Ije  recovered  and  lost,  and  recovered 
and  lost  again,  and  yet  extensive  disease  of  the  brain  be  present 
the  whole  time.  The  persistence  of  hemiplegia  was,  he  thought, 
a  strong  point  against  a  functional  cortical  disorder.  Neither 
was  the  absence  of  optic  neuritis,  nor  a  state  of  activity  of  the 
piipils,  a  guarantee  that  there  was  no  meningitis  present. 
Perhaps  a  case  which  was  under  his  observation  for  several 
years  would  best  illustrate  the  difficulties  and  the  danger  of 
drawing  conclusions  as  to  the  absence  of  organic  mischief.  It 
was  not  cjuite  on  a  par  -with  the  cases  narrated  by  them  by 
reason  of  the  absence  of  initial  convulsions ;  but  it  was  of 
interest  from  the  point  of  view  that  had  the  patient  not  been 
kept  under  observation  for  a  very  long  period  it  might  have 
been  thought  to  be  of  a  functional  character,  and  it  might  have 
been  recorded  as  a  case  of  recovery  from  functional  amaurosis. 
The  patient,  a  girl,  was  fii-st  seen  in  Decemljer,  1886,  with 
paralysis  of  the  right  arm,  and  possibly  of  the  face,  of  a  week's 
duration,  which  had  come  on  quite  insidiously.  Next  she 
dragged  her  leg,  and  in  a  fortnight  from  the  commencement  of 
the  paralysis  she  had  hemiplegia,  with  knee  and  ankle-clonus  of 
that  side.  There  were  no  constitutional  symptoms,  the  temjjera- 
ture  was  not  raised,  and  the  fundi  oculorum  were  quite  natural. 
In  March  slie  developed  hemichorea,  and  lost  her  sight.  There 
were  no  fundal  changes,  and  she  was  thought  to  lie  suffering 
from  functional  amlilyopia  by  the  ophthalmic  surgeon  who  saw 
her  at  the  time.  In  A'iew  of  this  diagnosis  she  was  looked  upon 
with  suspicion,  and  it  was  thought  to  lie  a  case  of  hysteria. 
About  this  time  her  arm  liecame  very  painful,  and  the  twitchings 
in  the  limb  were  so  severe  that  it  had  to  be  strapped  to  her  side. 
In  Jvme  the  left  arm  was  occasionally  rigid,  and  it  was  some- 
times "jerked  aboiit  ;""  the  patellar  reflexes  were  exaggerated, 
and  clonvises  were  obtained  to  a  less  extent  in  the  left  ley.     The 
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left  augle  of  the  mouth  was  drawii  to  this  side  more  thau  to  the 
right.  By  Septemlier  she  had  better  control  of  her  legs,  aud 
there  was  but  slight  if  any  rigidity.  The  movements  of  the 
left  arm  on  attempting  any  voluntary  exercise  were  increased  in 
violence,  and  the  inco-ordinatiou  and  rigidity  were  more  marked. 
The  right  arm  was  about  the  same.  In  December,  1887,  the 
sight  of  the  right  eye  was  much  impaired,  aud  as  it  unproved 
that  of  the  left  failed.  From  May  to  December.  1888,  her 
sight  was  considered  to  be  normal :  but  in  this  latter  month  the 
vision  of  both  eyes  began  to  fail  again,  and  she  was  unable  to 
read  or  to  sew.  In  Fel»ruary.  1889.  the  vision  of  each  eye  was 
g'Vfths.  central  visit^n  was  defective,  and  the  field  was  limited.  The 
left  optic  disc  was  certainly  normal  in  appearance,  but  the  right 
optic  disc  presented  rather  small  and  somewhat  tortiious  arteries, 
and  it  appeared  to  be  whitish.  In  March  she  was  said  to  have 
suddenly  lost  her  sight  when  washing  up  the  lirealcfast  things, 
and  she  complained  at  the  time  of  sudden  shooting  pains  in  the 
eye.  In  May  her  mother  was  confident  that  she  coidd  not  see. 
The  left  fundus  oculi  was  then  normal.  The  right  optic  disc 
was  of  paper  whiteness,  and  the  arteries  were  very  small  and 
tortuous.  She  complained  of  continuoiis  headache,  and  she 
V)lundered  into  the  furniture  as  she  walked.  In  November, 
1889,  she  developed  epilepsy.  In  May,  1890.  her  knee-jerks 
Avere  exaggerated,  and  right  ankle-clonus  was  marked.  During 
voluntary  movements  the  right  arm  became  tremulous,  but  not 
otherwise  :  the  hand  was  pronated  and  strongly  adducted,  and 
the  triceps  and  supinator  jerks  were  exaggerated.  There  was  no 
facial  paralysis.  In  June  the  arteries  of  the  left  optic  disc  were 
slightly  tortuous,  and  the  disc  was  pale ;  A-ision  was  defective, 
])ut  she  fixed  with  it.  In  March,  1891,  she  was  still  epileptic, 
and  complained  of  headache  and  giddiness.  In  October,  1892, 
she  was  wet  aud  dirty ;  she  still  had  fits,  and  was  becoming  more 
demented,  and  she  also  had  delusions.  From  then  to  December, 
1895,  her  retrograde  progress  was  slow  but  steady.  She  was 
then  bedridden  and  wet  and  dirty,  but  she  had  not  had  any  fits 
for  four  months.  In  March.  1896,  she  was  much  worse,  the  fits 
were  troublesome,  and  she  died  soon  afterwards.  At  the 
necropsy,  lymph  a  third  of  an  inch  in  thickness  was  found 
enveloping  the  whole  of  the  brain.  The  whole  of  the  left  side  of 
the  l)rain  in  all  its  parts  was  smaller  than  the  right.  The 
convolutions  were  flattened.  The  ventricles  contained  l)ut  very 
little  fliii'l.     The  vessels  at  the  base  were  normal. 

The  Chairman  (Dr.  Henry  Ashby)  (Manchester)  replied 
tluit  iu  thfir  pajier  tliey  liroright  forward  facts  to  show  that  a 
temi)orarv  amaurosis  sometimes  followed  severe  attacks  of 
infantile  convulsions,  and  they  sought  to  distinguish  this  group 
from  the  l>etter  known  group  of  cases  of  amaiu'osis  which  follows 
an  attack  of  posterior  i)asal  meningitis.     In  the  former  or  post- 
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eclamptic  group  thev  suggested  that  the  bliuduess  was  due  to  a 
discharge  from  the  visual  centres,  folloAved  bj  a  conditiou  of 
anaesthesia.  They  need  hardly  say  that  they  were  conscious  of 
the  difficulties  attending  the  diagnosis  of  the  cause  of  the  attacks 
of  infantile  con\'ulsions  in  many  instances,  and  also  that 
meningitis  or  a  local  encephalitis  might  be  easily  overlooked 
during  infancy,  especially  in  its  initial  stages.  But,  putting- 
doubtful  cases  on  one  side,  and  taking  the  typical  cases  to  which 
they  called  attention  and  which  came  under  their  observation, 
they  could  not  agree  with  Dr.  Carpenter  in  thinking  that  these 
were  in  reality  cases  of  meningitis.  Infants  commencing  with 
meningitis  might  or  might  not  have  convulsions,  but  no  one 
would  pretend  that  meningitis  is  a  common  cause  of  convulsions  ; 
indeed,  the  whole  history  of  eclampsia  and  epilepsy  disproved 
this.  Surely,  because  a  neurotic  infant  has  a  feverish  attack  and 
severe  convulsions  ending  in  recovery,  they  were  not  justified  on 
siich  symptoms  alone  in  diagnosing  meningitis,  even  though  the 
attack  might  have  been  followed  by  a  fleeting  amaurosis. 
Certainly,  as  a  rule,  if  meningitis  commenced  with  convulsions 
the  more  characteristic  s\^nptoms  of  cerebral  disease  followed  ; 
the  common  seqiience  was  not  fever,  con\ailsions,  coma,  and 
recovery.  The  pathology  of  the  temporary  blindness,  hemiopia, 
aphasia,  or  paresis  which  sometimes  follows  convulsions  or  epi- 
leptic attacks,  was  far  from  certain  ;  there  might  be  puuctifoiiii 
haemorrhages,  toxin  poisoning,  or,  as  they  suggested  as  a  cause  for 
the  amaurosis,  a  condition  of  exhaustion  following  discharge.  That 
the  more  lasting  hemiplegias  or  other  paralyses  which  were  associ- 
ated at  times  with  convulsions  or  whooping-cough,  either  one  or 
both,  were  due  to  meningeal  haemorrhage  I'esulting  from  the  stress 
and  strain  consequent  on  the  convulsions  and  respiratory  spasm, 
was,  they  thought,  very  probable,  and  it  was  quite  possible  that  the 
temporary  loss  of  function  which  took  place  was  due  to  a  similar 
cause.  With  regard  to  another  point  raised  as  to  the  condition 
of  the  pupils  and  their  reaction  to  light,  their  own  experience 
was  that  in  the  early  stages  of  amaurosis  following  undoubted 
cases  of  post-basal  meningitis  in  infants  the  pupils  were  dilated 
and  sluggish,  or  did  not  react  at  all ;  later,  as  sight  returned,  the 
piipils  reacted  normally.  This,  however,  did  not  seem  to  agree 
with  the  observations  of  some  others.  In  their  own  cases  of 
post-eclamptic  amaurosis  the  pupils  were  active  from  the  first. 
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45.  A   CASE    OF   PNEUMOCOCCUS  AETHRITIS  IN  AN 

INFANT. 

By  a.  H.  tubby,  M.S. 

ErnestF — ,aged  14  weeks^  was  admitted  into  Westminster 
Hospital  on  March  tlie  6tli,  1903,  on  account  of  pain  and 
SAvelling  about  tlie  right  knee.  The  history  was  that  ten 
days  ])efore  the  child,  who  was  previously  healthy,  became 
fretful  and  cried  when  he  was  moved,  especially  when  the 
right  leg  was  touched.  His  mother  stated  that  he  had  been 
treated  for  rheumatism.  Eight  days  earlier  the  right  knee 
became  red,  hot  and  swollen,  and  the  child  was  very 
feverish.  No  history  of  any  injury  could  be  obtained,  but 
the  mother  stated  that  of  her  three  children  one  had  just 
died  from  diphtheria,  while  the  other  Avas  then  under 
treatment  at  a  fever  hospital. 

On  admission  the  child  was  evidently  very  ill,  and  the 
temperature  was  102°  F.  The  right  knee  was  globular  in 
shape,  very  red,  and  the  swelling  extended  a  considerable 
distance  up  the  thigh  and  down  the  leg.  The  knee  was 
flexed,  and  any  attempt  to  move  it  caused  extreme  pain. 
It  was  freely  fluctuating,  but  the  fluctuation  was  limited 
to  the  capsule  of  the  joint,  and  no  pus  appeared  to  have 
escaped  into  the  periarticular  tissues.  The  child  was  an£es- 
thetised  and  the  joint  freely  opened  by  two  lateral 
incisions.  About  an  ounce  of  pus  escaped.  The  joint  Avas 
freely  irrigated  with  sterilised  water,  and  a  drainage-tube 
was  passed  across  it.  The  pus  was  examined  by  Dr. 
Lazarus  Barlow,  Pathologist  of  Westminster  Hospital.  He 
reported  as  fcjllows.  "  Cultivations  from  the  pus  show  a 
streptococcus  form  of  what  appears  to  be  a  diplococcus. 
Withf)ut  animal  experiment  it  is  impossible  to  speak  with 
certainty.  But  the  appearances  are  not  inconsistent  with 
the  view  that  it  is  Micrococcus  pneumoniae.  Indeed,  the 
naked-eye  aspect  of  the  culture  in  the  tul)e  is  typical  of 
that  organism.  A  diplococcus  in  fair  uiniibcrs  is  present 
in  the  pus  itself  in  the  joint." 
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The  cliild  lay  in  a  perilous  condition  for  several  days,  and 
the  temperature  did  not  subside  until  the  fourteenth  day 
after  admission,  or  the  twenty-fourth  after  the  illness.  By 
that  time  the  drainage-tube  had  been  removed  and  the 
Avounds  were  g-ranulating-  healthily.  Frequent  examinations 
of  the  chest  were  made,  but  no  pneumonic  signs  were 
discoverable.  The  joint  is  now  partially  ankylosed,  which 
is  likely  to  become  complete. 

Remarks. — This  case  is  of  interest  because  of  the  attention 
that  has  been  directed  to  this  subject.  In  an  article  by  Dr. 
Nathan  Raw  in  the  '  British  Medical  Journal '  of  December, 
1901,  several  cases  are  quoted;  six  of  these  were  suppurative 
and  one  serous.  Of  these,  three  died  and  four  recovered. 
He  alludes  to  the  work  of  Lerous  on  the  subject,  who  up  to 
1899  collected  twenty-eight  cases,  and  Cave  of  Bath  has 
recorded  three  other  cases.  The  writer  had  seen  two  cases 
during  the  past  year  at  the  Evelina  Hospital,  which  were 
verified  by  microscopic  examination  and  animal  inoculation. 
In  one  of  these  cases,  an  arthritis  of  the  hip,  pneumonia  pul- 
monis preceded  the  joint  troul)le ;  and  iu  the  other,  an 
arthritis  of  the  knee,  there  was  no  lung  complication.  The 
discovery  of  a  pneumococcus  arthritis  undoubtedly  threw 
considerable  light  upon  the  pathology  of  those  cases  of 
acute  arthritis  of  infants  described  many  years  ago  by  Sir 
Thos.  Smith.  (Read  March  'the  20th,  1903.) 

Discussion. 

Mr.  Lockhart  Mummery  asked  whether  Mr.  Tubby  had 
tried  dividing  the  patella  iu  such  eases  when  occurring  in 
infants.  It  seemed  a  very  sound  principle,  because  it  was 
difl&ciilt  otherwise  to  get  adequate  room  for  doing  anything  in 
the  joint,  or  even  to  insert  a  drainage-tube  of  any  size.  Division 
of  the  patella,  which  was  easily  done  liy  the  knife  in  children, 
had  Iteeu  recently  written  upon.  Another  point  was  that  the 
child  should  be  nursed  in  such  a  posture  that  the  knee-joint 
became  the  lowest  part,  to  facilitate  the  escape  of  pus.  A  splint 
should  nut  lie  ixsed. 

Mr.  A.  H.  Tubby,  in  reply,  said  that  he  had  not  divided  the 
patella  in  children,  because  he  did  not  wish  to  have  much  sm-face 
exposed.  With  regard  to  drainage,  he  preferred  to  use  two 
tubes,    one   on  either  side,   and  not  to  place  one  right  across. 
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because  the  less  the  amount  of  granulation  set  up  by  the 
presence  of  the  tubes  the  better,  and  the  less  the  likelihood  of 
ankylosis  occurrins;  afterwards. 


46.  A  CASE   OF  ICHTHYOSIS  HYSTRIX  (ICHTHYOSIS 
HEEPETIFOEMIS    OF   HUTCHINSON). 

By  DAVID   WALSH,  M.D. 

This  is  a  well-marked  instance  of  an  uncommon  con- 
genital affection  of  the  skin,  especially  rare  on  the  neck  and 
face.  The  condition  was  noticed  shortly  after  birth,  and 
within  the  last  two  years  the  portion  on  the  side  of  the 
neck  has  become  verrucose  and  deeply  pigmented.  The 
pai't  of  the  affected  skin  stretching  over  the  lower  jaw 
shows  a  hypertrophic  condition  somewhat  like  cheloid,  but 
without  warts  or  pigmentation,  and  is  sharply  limited  at  the 
middle  line.  A  discoloured  linear  macule  stretches  aAvay 
backwards  towards  the  lobe  of  the  right  ear.  The  child  is 
6  k  years  of  age,  and  its  previous  health  was  good,  except 
convulsions  when  teething.  There  are  two  other  children, 
who  are  healthy,  and  none  show  any  affection  of  the  skin. 
The  family  history  is  good. 

This  congenital  condition  is  usually  asymmetrical.  It 
often  occurs  in  lines  along  a  limb,  but  does  not  correspond 
closely,  as  a  rule,  with  nerve  distribution.  The  probable 
explanation  appears  to  be  that  it  is  a  developmental  defect, 
possibly  influenced  by  atavism.  The  later  development  of 
warts  and  pigmentation  in  these  ichthyotic  patches  is  not 
uncommon.  The  treatment  consists  in  snipping  away  the 
warty  growths  witli  a  curved  scissors. 

{E.rhihited  April  the  11th,  1903.) 

Discussion. 
Mr.  George  Pernet  said  he  did  not  consider  the  name 
ichthyosis  hystrix  was  applicable  to  Dr.  Walsh's  interesting  case. 
He  differed  from  the  exhibitor  in  two  points,  viz.:  it  did  not 
suggest  a  keloid,  and  it  did  come  into  the  category  of  Avarty 
sti-eaks.  Indeed,  the  greater  part  of  the  groAA-th  was  of  the 
nature  of  a  white  mole.     As  to  etiology,  it  was  developmeutal. 
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That  was  as  far  as  we  could  go.  As  to  Dr.  Walsh's  view  that  it  was 
atavistic,  the  speaker  asked  if  l\v  that  the  exhibitor  meant  that 
the  condition  could  be  traced  back  to  our  shark-like  ancestors ! 
Owing,  perhaps,  chiefly  to  Lombroso.  the  word  atavism  had  come 
to  be  used  in  rather  a  loose  manner. 

Dr.  David  Walsh,  in  reply,  said  there  was  considerable 
difficulty  in  attaching  a  name  to  a  condition  of  this  rare  kind, 
but  on  the  whole  it  appeared  to  approach  ichthyosis  hystrix 
more  nearly,  perhaps,  than  any  other  named  affection.  The 
course  of  development  of  the  wall  of  the  face  was  from  Ijehind 
forwards  to  the  anterior  mesial  line,  where  it  joined  the  opposite 
half  of  the  face.  Imagine  a  defect  beginning  in  front  of  the 
ear,  and  it  would  conceivalily  follow  very  much  the  course 
shown  in  this  patient's  neck  and  face.  It  was  as  if  a  stone  were 
placed  in  the  middle  of  a  stream  advancing  with  a  strong, 
slow  curving  current,  and  finally  stopped  dead  by  a  transverse 
barrier.  The  suggestion  that  this  condition  might  be  called  a 
"  white  mole  "  did  not  further  matters.  Whatever  the  gro^nh 
might  be,  it  was  neither  white  nor  was  it  a  mole. 


47.  A   CASE    OF   DEXTROCAEDIA. 
By   POETER  PARKINSON,   M.D. 

Dk.  George  Carpenter  showed  for  Dr.  Porter  Parkinson 
a  boy  6  years  of  age,  who  was  admitted  into  the  Xortli- 
Eastern  Hospital  for  Children  on  April  the  12th,  1903,  with 
an  attack  of  rheumatism.  When  first  seen  lie  was  a  well- 
nourished  child,  with  a  rheumatic  effusion  into  the  knees  and 
ankles.  The  heart's  apex-beat  was  not  defined,  but  there 
was  marked  epigastric  pulsation.  The  heart-sounds  w^ere 
best  heard  on  the  right  side,  one  inch  below  and  half  an  inch 
internal  to  the  nipple,  and  the  area  of  cardiac  dulness  was 
on  the  right  side.  There  was  a  faint  systolic  murmur  over 
this  area.  The  liver  Avas  in  the  normal  position.  Under 
salicylate  of  sodium  the  pain  and  effusion  into  the  joints 
quickly  disappeared.         {Exhibited  April  the  llth,  1903.) 

Discussion. 
Dr.    Edmund  Cautley  thought  there  was  no  doubt  about  it 
being  a  case  of   dextrocardia.     He  agreed  with  what  had  been 
said," except  that  the  apex  could  be  l)oth  felt  and  seen  al^out  half 
an  inch  to  the  inner  side  of  the  nipple  on  the  right  side. 


214         SCUBVY  IN  A  CRANIOTABIC  INFANT. 


48.  A  CASE  OF  SCX^RVY  IN  A  CEANIOTABIC  INFANT, 
WITH   OBSEEVATIONS   ON   CEANIOTABES. 

By  GEOEOE    CAEPENTEE,  M.D. 

Lottie  S — ,  aged  9  ]iionths,  was  brought  to  tlie  Nortli- 
Eastern  Hospital  for  Cliildren  for  hajmaturia  in  April, 
1903.  Slie  liad  been  fed  witli  malted  food  and  Nestle's 
milk  made  with  boiling  water, — nothing  else. 

On  examination  it  Avas  found  that  she  had  cut  the  two 
upper  and  two  lower  central  incisor  teeth.  Around  the 
upper  incisors,  and  also  over  the  gums  adjacent,  corre- 
sponding to  the  tAvo  lateral  incisors,  where  there  were 
apparently  no  teeth,  the  gum  was  violet-coloured  and  very 
spongy  and  superhcially  necrotic.  The  lower  gum  was 
unaffected.  The  mother  said  she  did  not  use  her  legs,  and 
she  resented  interference,  but  no  thickening  was  detected. 
There  was  marked  beading  of  the  ribs,  and  the  wrists  were 
a  little  enlarged.  She  was  anaemic,  but  there  Avere  no 
cutaneous  hfemorrhages.  Craniotabes  Avas  marked  over  the 
parietal  bones,  and  AA^as  found  also  on  the  occipital  and 
temporal  bones.  Loud  "  snuffles  "  had  been  noticed  from 
birth,  but  there  Avas  no  discharge  via  the  anterior  nares. 
She  Avas  a  tAvin  and  the  only  child;  the  other  Avas  born 
dead.  There  Avere  no  miscarriages.  She  had  "thrusli,'' 
but  this  did  not  go  beloAV  the  buttocks. 

She  Avas  ordered  the  jixice  of  one  orange  daily,  and  a 
suitable  dietary  prescribed.  The  urine  Avas  examined  and 
blood  Avas  found  in  it,  but  there  Avere  no  casts  and  no 
oxalates. 

On  April  the  10th  the  child  was  much  better.  The  gums 
were  much  less  swollen,  and  there  was  then  but  a  faint 
trace  of  purple  discoloration  to  be  seen.  The  lateral 
incisor  teeth  Avere  then  just  visible;  these  could  not  ])e 
seen  on  the  last  A'isit,  owing  to  the  sAvollen  condition  of  the 
gum. 

'J'he  uriiw  contained  a  trace  of  all)umen,  and  seemed  to 
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be  free  from  blood,  but  there  was  a  trace  witli  guaiacol  and 
ozonic  ether.     She  was  very  anasmic. 

On  reference  to  the  text-books  one  found  it  still  stated 
that  craniotabes  was  most  commonly  found  in  the  occipital 

Fig.  21. 
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bone,  and  not  in  the  parietal  bone,  or  only  occasionally  in 
the  latter.  That  was  not  his  experience,  and  he  had  years 
ago  drawn  attention  to  the  fact  that  craniotabes  was  usually 
to  be  found  in  the  parietal  bones,  and  least  likely  in  the 
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frontal  bone,  and  tlien  only  when  the  other  skull  l)ones 
were  attacked.  As  to  the  interpretation  of  craniotahes,  his 
impression  was  that  more  often  than  not  it  was  a  syphilitic 
manifestation.  Some  years  ago  he  collected  a  large 
number  of  cases  (238)  of  craniotabes.  In  a  chart  which 
he  had  prepared  {vide  Fig.  21,  page  215)  craniotabes  Avas 
represented  by  a  very  dark  line,  syphilis  by  a  thin 
unbroken  line,  and  rickets  by  a  broken  line.  It  was  seen 
that  craniotabes  Avas  most  common  during  the  second, 
third,  and  fourth  months  of  life,  and  was  very  infrequent 
indeed  at  about  the  ninth  month.  Thus,  during  the  pre- 
rickety  period  craniotabes  was  a  marked  feature ;  and  when 
rickets  was  marked  craniotabes  Avas  found  with  difficulty. 
He  found  it  somewhat  difficult  to  make  up  his  mind  as  to 
the  meaning  of  chronic  "  snuffles,"  whether  it  was  a  mani- 
festation of  syphilis  or  not.  In  a  certain  proportion  of  the 
cases  adenoids  were  to  be  found  in  the  posterior  nares, 
while  in  others  there  Avere  none.  Some  had  a  muco- 
purulent discharge  from  the  anterior  nares ;  others  had  not, 
but  in  some  cases  the  nuico-pus  passed  by  the  posterior 
nares,  and  could  he  seen  at  the  back  of  the  pharyiageal 
w^all.  He  thought  it  would  be  interesting  to  hear  an 
expression  of  opinion  as  to  the  value  of  chronic  "snuffles" 
in  infants.  {E.rliihited  April  the  llth,  1903.) 

Discussion. 

Dr.  Edmund  Cautley  thought  the  case  certainly  raised  many 
interesting  p^^>iuts,  apart  from  the  condition  for  Avhich  it  Avas 
brought.  One  should  not  lay  too  mvich  stress  upon  "  snuffles." 
A  very  large  proportion  of  babies  seen  in  hospital  had 
"  snuffles,"  or  at  least  some  kind  of  nasal  catarrh.  But  iu 
priA'ate  practice  more  stress  might  l)e  laid  upon  it.  He  coidd  not 
agree  A\dth  Dr.  Carpenter  that  craniotabes  AA^as  very  frequently 
associated  AA'ith  syphilis,  and  asked  that  gentleman  whether,  iu 
compiling  his  statistics,  he  had  diagnosed  syphilis  from  the 
"  snuffles "  alone,  or  AA^ere  there  other  signs  of  the  disease 
present  ?  With  regard  to  the  situation  and  varieties  of  cranio- 
tabes, he  thought  there  Avere  three  distinct  types.  Tliere  Avere 
cases,  very  rare,  iu  Avliich  practically  the  whole  \&.\\\i  of  the  skull 
AA'as  membranous.  Those  Avere  cases  of  congenital  defect,  and 
AA-ere  usually  associated  Avith  congenital   hydrocephalus.      There 
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were  also  cases  described  as  typically  syphilitic,  and  nientioued 
in  Dr.  Carpenter's  book,  where  there  were  isolated  areas  of 
crauiotabes,  especially  marked  in  the  parietal  bone.  Those  cases 
were  so  uncommon  that  he  had  seen  very  few  of  them. 
The  more  frequent  type  was  analogous  to  the  present  case,  in 
which  there  was  softening  in  and  aliout  the  occipito-parietal 
suture  ;  and  it  always  seemed  to  him  that  the  softening  was  due 
either  to  delayed  ossification  of  the  edges  of  the  parietal  and  oc- 
cipital bones,  or  possibly  to  the  reabsorptiou  of  the  salts  already 
deposited  there.  He  agreed  that  those  cases  were  most  com- 
monly seen  at  about  the  fourth  month,  or  from  the  second  to 
the  fourth  ;  and  he  believed  they  were  much  more  frecpiently 
seen  in  the  early  months  of  the  year.  He  had  gone  through 
a  large  number  of  cases  in  two  years,  and  found  that  nearly  all 
the  babies  who  suffered  from  craniotabes  at  that  period  were 
fed  otherwise  than  by  the  breast,  viz.,  on  condensed  milk  or 
food  which  had  been  boiled.  It  Avas  a  matter  of  experience  that 
if  milk  was  boiled  or  cooked  in  any  way  the  salts  in  it  were 
rendered  less  soluble,  and  it  seemed  reasonable  that  craniotabes 
of  that  nature  should  be  due  to  a  deficiency  of  salts  in  the  food. 
Therefore  he  thought  craniotabes  of  that  type  was  not  at  all 
associated  with  syphilis,  Init  was  due  entirely  to  errors  in  the 
mode  of  feeding,  which  later  on  might  lead  to  rickets  or  other 
disorders  of  nutrition.  In  connection  with  syphilis,  one  might 
say  syphilis  predisposed  to  it  to  the  extent  that  a  syphilitic  child 
might  he  debihtated  and  its  nutrition  more  impaired.  In  the 
form  pictured  in  Dr.  Carpenter's  Vtook  he  thought  it  might 
possibly  be  associated  with,  and  dependent  upon,  congenital 
syphilis,  but  that  beyond  this  craniotabes  was  not  due  to  con- 
genital syphilis,  but  to  errors  in  diet.  The  present  case  also 
showed  the  condition  called  venous  dystrophy,  venous  dilatation 
on  the  scalp,  which  a  French  author  sought  to  connect  with 
syphilis.  He  (Dr.  Cautley)  thought  it  was  more  likely  to  lie  due 
to  the  general  malnu.trition  with  consequent  thinning  of  the 
skin. 

Mr.  Sydney  Stephenson  said  he  believed  that  Dr. 
Carpenter,  in  describing  the  case,  spoke  of  the  upper  incisors  as 
lieing  the  only  teeth  erupted,  and  yet  referred  to  the  gxun 
changes  as  being  general.  He  (Mr.  Stephenson)  was  imder  the 
impression  that  the  gum  changes  in  scurvy  rickets  only  showed 
themselves  at  spots  where  the  teeth  had  come  through. 

Dr.  Q.  A.  Sutherland  said  the  suljject  of  craniotabes  was 
a  very  difficult  one,  and  he  believed  it  had  not  yet  lieen  settled 
whether  it  was  dxie  to  rickets  or  to  syphilis.  He  agreed  with 
Dr.  Cautley  that  it  was  a  condition  found  but  rarely :  it 
certainly  was  not  nearly  so  common  as  the  text-books  would  lead 
one  to  believe:  He  was  inclined  to  believe  it  was  s^-phihtic 
in  origin.      In  rickets  he  did  not  think  there  was  the  typical 
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crauiotabes  wliicli  had  been  referred  to,  wliere  there  were  simply 
larger  or  smaller  spaces  iu  the  bone  which  were  felt  to  be  mem- 
branous. The  parchment -like  areas  in  the  skiill  which  coidd  be 
depressed  Avere  often  seen  in  rickety  skulls,  but  that  was  not  the 
typical  crauiotabes  condition,  in  which  thei'e  was  simply  a 
definite  disappearance  of  bone  in  small  areas.  He  had  post- 
mortem specimens  showing  it,  the  areas  varying  from  the  size  of 
a  pin"s  head  to  that  of  a  shilKng,  scattered  over  the  parietal, 
occipital,  and  frontal  regions.  In  his  experience  the  parietal 
bone  was  the  most  frequently  affected,  but  in  some  cases  it  was 
singular  how  generalised  the  condition  was  in  the  skull  bones. 
Where  the  hollows  were  only  small  the  condition  could  not  be 
detected  during  life.  "  Snuffles  "  was  another  difficult  problem, 
and  it  was  hard  to  say  Avhether  a  given  case  was  specific  or 
non-specific.  "  Snuffles "  was  not  to  be  regarded  as  alone 
diagnostic  of  syphilis.  In  most  of  the  cases  of  syphilis  other 
symptoms  of  the  disease  could  be  seen.  The  condition  with 
which  "  snuffles  "  was  apt  to  be  confused  was  adenoids.  Some 
medical  men,  whose  opinions  he  respected,  found  adenoids  to  be 
very  common  in  early  infancy,  but  his  oaaii  experience  was  that 
they  were  very  rare.  If  there  was  any  doubt  during  the  first 
two  or  three  months  of  life  as  to  whether  a  case  was  due  to 
adenoids  or  sypliilis,  he  would  say  syphilis  was  very  much  more 
likely  than  adenoids.  It  was  siu'prising  how  many  children  were 
brought  because  of  haematuria,  especially  infants  under  the  age 
of  twelve  months.  During  the  past  year  there  had  been  quite  a 
succession  of  such  cases  at  the  Paddington-Green  Hospital,  all 
of  them  associated  with  scurvy.  At  the  autoj^sy  on  one  case  the 
pathologist  found  in  the  bladder  what  he  believed  to  be  a 
naevus.  On  further  examination,  however,  it  was  found  to  be 
extravasation  of  blood  under  the  mucous  membrane  of  the 
bladder,  and  this  suggested  that  vesical  as  well  as  renal 
haemorrhage  might  occur  in  scurvy  in  infants. 

Mr.  John  Stuart  Mackintosh  ( Hampstead)  said  he  under- 
stood "  snuffles  '"  was  usually  regarded  as  a  miico-purulent 
discharge  in  the  nose  in  a  young  baby,  producing  a  snuffling 
noise.  That  noise  might  surely  be  produced  by  conditions  other 
than  syphilis  and  adenoids,  and  he  believed  it  was  often  caused 
by  coryza.  Again,  during  the  child's  inspiratory  efforts  at 
parturition,  it  could  draw  into  the  upper  respiratory  tract  licpior 
amnii,  or  a  purulent  discharge  in  the  vagina,  which  might  cause 
a  rhinitis  passing  into  a  subacute  or  chronic  conditi(^>n.  He 
had  seen  many  young  babies  with  congenital  adenoids,  or  where 
they  had  deA'eloped  during  the  first  few  weeks  of  life,  and  that 
condition  had  l)een  spoken  of  by  the  mothers  as  "  snuffles." 
Only  the  other  day  he  cleared  out  the  naso-pharynx  of  a  baby, 
and  tlie  snuffling  noise  ceased.  Usually  they  were  difficult  to 
demonstrate  in  such  young  children,  Imt  that  could  be  done  by 
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having  in  one  hand  a  pair  of  oral  forceps,  and  picking  tip  the 
adenoids  at  the  Lack  of  tlie  pharynx  at  the  moment  of  removal. 

The  Chairman  (Dr.  Lewis  Marshall)  (ISTottiugham)  be- 
lieved that  "  snuffles"  was  talked  about  in  the  loosest  possible 
way  in  connection  with  congenital  syphilis.  In  his  experience 
children  suffered  from  "  snuffles "'  from  causes  which  were  un- 
important :  it  would  be  very  rash  to  arrive  hastily  at  the 
conclusion  that  children  who  "snuffled"  were  syphilitic  neces- 
sarily. He  agTeed  with  Dr.  Cautley  and  Dr.  Sutherland  that 
craniotabes  was  not  as  common  as  generally  supposed,  and  when 
it  existed  he  did  not  attribute  it  to  syphilis.  He  thought  there 
were  general  causes,  such  as  malnutrition,  which  might  induce 
such  a  condition.  Syphilis  might  be  a  modifying  influence. 
He  did  not  think  Dr.  Carpenter  had  very  clearly  made  out  that 
his  case  was  one  of  scurvy  rickets  :  he  did  not  notice  mention  of 
subperiosteal  haemorrhages  or  purpuric  eruption.  HBematuria 
was  very  common  in  children,  and  the  causes  were  often  quite 
unimportant.  One  of  the  commonest  was  lithiasis.  It  was 
only  too  common  in  children  fed  upon  malted  food  and  Nestle'" s 
milk.  Hematuria,  when  contrasted  with  that  symptom  in 
adidt  life,  was  not  necessarily  a  grave  symptom  in  children. 
With  regard  to  scuiwy  rickets  generally,  his  own  feehng 
was  that  the  cause  of  it  was  an  imperfect  milk  supply,  pure 
and  simple.  He  had  recently  seen,  in  the  midland  coimties, 
three  or  four  well-marked  cases  of  scuiwy  rickets  which  were 
the  direct  products  of  Mellin"s  food.  They  improved  immensely 
by  proper  feeding — that  spoken  of  by  Dr.  Ashby,  of  Manchester, 
as  feeding  by  prescription,  i.  e.  adjusting  the  fats  and  casein  of 
the  milk. 

Mr.  Henry  Skelding  (Bedford)  asked  what  medicinal  treat- 
ment the  child  had  Ijefure  it  came  to  the  hospital.  Some  years 
back  he  saw  a  child  which  was  thought  to  have  scurvy  by  reason 
of  spongy  gums,  and  it  was  fotmd  that  before  admission  into 
hospital  it  had  been  having  Hydrargyrum  cum  Creta. 

Mr.  George  Pernet  said  that  with  regard  to  "  snuffles ""  he 
would  not  diagnose  congenital  syphiUs  on  that  condition  alone, 
but  that  true" "  snuffles  "'  was  of  syphilitic  origin  he  had  no 
doubt.  As  to  craniotabes,  he  had  examined  the  skrdls  of  con- 
genital syphihtic  infants  for  this  condition.  It  was  not  common. 
As  far  as  he  was  concerned,  he  considered  it  very  suggestive  of 
syphilis,  and  a  factor  to  be  taken  into  account  with  others.  He 
quite  agreed  with  Dr.  Cautley  that  it  might  occur  associated 
with  rickets  (malnutrition)  :  "but  his  experience  in  that  con- 
nection was  small  as  compared  with  that  of  those  connected  with 
medical  departments  at  children's  hospitals.  Nor  did  he  wish 
to  be  considered  as  an  authority  on  scurvy  rickets.  But  he  had 
noticed  in  the  infant  shown  by  Dr.  Carpenter  how  pale  it  was, 
owing  to  the  improper  feeding  with  material  deficient  in  iron. 
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Vou  Bunge,  of  Basle,  in  his  interesting '  Physiologie  des  Mens- 
clien,'*  had  called  attentoin  to  the  danger  of  an  insufficiency  of 
iron  in  the  food  of  children.  Acting  on  Von  Bunge' s  work, 
Heuliner,  of  Berlin,  had  advised  the  early  daily  use  of  thoroughly 
cooked  green  vegetables  (a  teaspoonful  of  spinach,  etc.)  to  a 
child  that  had  cut,  say,  eight  teeth. 

Dr.  George  Carpenter,  in  reply,  said  the  spongy  gums  were 
around  the  upper  incisor  teeth,  not  the  lower.  His  first  im- 
pression was  that  the  upper  lateral  incisors  had  not  been  cut, 
but  that  was  foimd  to  be  incorrect  when  the  swelling  sul)sided 
somewhat.  Occasionally  the  giuns  became  spongy  at  places 
where  there  was  no  sign  of  erupted  teeth.  No  doubt  hsematuria 
did  occur  in  children  who  were  admittedly  suffering  from  scurvy, 
i.  e.,  children  who  had  subperiosteal  haemorrhages.  The 
present  child  had  not  those  htemorrhages,  but  the  scurvy  was 
uninistakable,  liecause  of  the  great  improvement  brought  about 
by  change  of  food.  However,  subperiosteal  haemorrhages  and 
cutaneous  haemorrhages  were  not  essential  to  the  scorbutic 
condition ;  nor  was  riclcets,  the  term  scurvy  rickets  lieing  a 
misnomer.  Scorbutic  children  were  by  no  means  always  rickety, 
any  more  than  they  were  necessarily  anaemic ,  and  mucous  mem- 
branes of  good  colour  were  not  imcommon.  He  had  never  seen 
sponginess  of  gums  produced  by  the  administration  of  Hydrar- 
gyrum cum  Cretu,  as  mentioned  by  Mr.  Skelcling,  and  he  had 
given  large  quantities  of  that  drug  for  years  past.  He  (Dr. 
Carpenter)  suggested  that  the  Hydrargyrum  cum  CretsX  might 
have  been  given  for  syphilitic  reasons,  and  that  scurvy  was 
simply  a  complication.  Mercury,  in  small  doses,  increased  the 
number  of  red  blood-corpuscles.  In  children,  both  old  and 
young,  haematuria  indicated  scurvy  very  often.  Children  were 
occasionally  admitted  into  the  wards  who  were  suffering  from 
haematiu-ia  only.  They  apparently  had  no  stone,  and  under  a 
proper  hospital  dietary  the  haematuria  disappeared.  He  believed 
those  were  cases  of  scurvy.  Mr.  D"Arcy  Power  showed  before 
the  Society  about  a  year  ago  a  case  of  haematuria  supposed  to 
be  due  to  a  stone  in  the  kidney.  Operation,  however,  revealed 
no  stone ;  but  the  child  subsequently  developed  typical  scorbutic 
gums,  and  recovered  under  anti-scorbutic  treatment.  He  had 
brought  the  case  before  the  Society  because  it  illustrated  what 
he  took  to  be  an  important  point  which  was  not  generally 
recognised,  viz.  the  fact  that  haematuria  in  infants  and  children 
usually  denoted  scurvy,  and,  moreover,  was  not  infrequently  the 
only  sign  of  that  disorder.  He  admitted  there  were  great 
difficulties  in  the  way  of  deciding  about  the  nature  of  cranio- 
tal)es,  ])iit  in  a  certain  number  of  obviously  syphilitic  children 
craniotabes    occurred.     Other   cases    had   come    before    him    in 

*  1901,  vol.  ii,  p.  49^5. 
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wliicli  lie  could  find  notliing  Ijut  "  snuffles "'  and  eraniotabes, 
with  or  without  splenomegaly.  In  such  cases  he  foiuid  brothers 
and  sisters  who  liad  typical  syphilitic  eruptions,  or  other  evi- 
dences of  that  disorder.  He  had  also  had  other  cases  where  he 
knew  one  or  other  of  the  parents  to  be  syphilitic,  and  where  the 
only  indication  in  the  child  was  eraniotabes  and  "  snuffles."  He 
had  found  in  some  instances  one  infant  of  the  family  markedly 
syphilitic,  and  the  infant  next  l)orn  craniotabic  and  without 
obvious  marks  of  syphilis.  Craniotal)es,  in  his  experience,  was 
not  at  all  uncommon,  and  when  speaking  of  craniotal^es  he 
meant  definite  atrophic  patches  in  the  vertex,  which  coidd  be 
diagnosed  by  the  usual  clinical  methods,  and  he  did  not  confuse 
this  condition  with  that  of  some  thinning  along  the  suture  lines ; 
on  the  contrary,  he  was  careful  to  exclude  such  cases  from  his 
statistics.  He  had  paid  special  attention  to  eraniotabes,  and 
looked  for  it  as  a  matter  of  routine,  and  that  was  perhaps  why 
he  found  it  more  frequently  than  others  who  were,  perhaps,  not 
so  specially  interested  in  the  condition  ;  but  he  had  given  his 
views  and  experiences  on  the  subject,  and  there  was  no  doubt  in 
his  mind — so  much  so  that  when  he  found  eraniotabes  he  always 
suspected  syphilis.  When  speaking  of  "  snuffles  "'  he,  of  course, 
referred  to  a  chronic  condition,  not  to  a  simple  cold  in  the  head, 
which  would  soon  pass  off.  In  a  certain  number  of  cases  of 
"  snuffles  "  one  could  digitally  examine  the  naso-pharynx,  and 
there  were  no  adenoids.  In  others  they  were  present,  and  in 
others  the  finger  could  not  be  got  to  the  posterior  nares  by 
reason  of  the  smallness  of  the  parts.  Whether  some  of  those 
cases  were  syphilitic  or  not  was  a  difficult  cpiestion,  and  he  often 
felt  puzzled  when  chronic  "  snuffles  "  was  the  sole  symptom. 

Fostscript  (August  the  20th,  1903). — The  child  is  now 
13  months  old.  The  eraniotabes  lias  disappeared,  the 
skull  being  quite  hard,  and  has  given  place  to  a  typical 
hot-cross-bun  skull  (Parrot's  nodes)  ;  the  anterior  fonta- 
nelle  is  patent.  She  has  a  muco-purulent  discharge  from 
the  nose ;  there  are  no  adenoids ;  the  nostrils  are  very 
small.  The  mucous  membranes  are  a  little  pale.  The 
upper  central  incisors  are  carious,  and  one  of  the  lateral ; 
she  is  cutting  the  first  premolars ;  she  has  all  the 
incisors  in  the  loAver  jaw.  The  ribs  are  decidedly 
beaded,  there  being  a  rickety  rosary,  and  the  wrists  are 
perhaps  a  trifle  enlarged.  She  has  a  pot-belly.  The  urine 
is  now  normal.  Since  the  recovery  from  scurvy  she  has  been 
treated  by  a  teaspoonful  of  steel  \vine  and  three  minims  of 
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Fowler's  arsenical  solution  thrice  daily.  Mercury  has  not 
been  administered.  I  should  like  to  draw  special  attention 
to  the  disappearance  of  the  craniotabes,  although  the  child 
is  still  rickety,  and  to  its  replacement  by  Parrot's  nodes, 
which  I  deem  to  be  a  syphilitic  manifestation."^ 


49.  DEFOEMITY  OF  THE  HANDS  AND  FEET  TRANS- 
MITTED THEOUGH  FIVE  GENERATIONS. 

By  lewis  MARSHALL,  M.D. 

I  AM  induced  to  bring  the  history  of  this  family  before 
the  Society  because  the  transmission  of  any  deformity  is 
imcommon  in  my  experience  and  I  wish  to  elicit  from 
members  present  their  experience,  on  this  point. 

E.  T — ,  a  baby  (female)  7  months  old,  was  brought  to 
me  in  the  early  part  of  this  year  for  treatment  of  some 
simple  infantile  disorder.  I  then  noticed  that  the  child's 
hands  were  deformed,  each  finger  stopping  short  at  the 
proximal  phalanx,  and  the  thumbs  were  ill-deyeloped.  The 
mother  told  me  that  the  cliild's  feet  showed  a  less  eyident 
defect,  and  on  examination  I  found  that  the  two  outer  toes 
on  either  foot  were  small  and  ill-proportioned.  The 
mother's  hands  and  feet  I  afterwards  discovered  were 
exactly  similar  to  her  baby's.  In  this  family  there  was  one 
other  child — a  girl — whom  I  saw,  and  she  suffered  in  the 
same  way.  At  this  interview  the  fact  came  out  that  the 
maternal  grandmother,  wlio  was  still  living  in  this  city,  had 
hands  and  feet  like  those  already  described.  By  calling  on 
this  old  woman  I  added  the  following  facts  to  those  I  have 
given,  viz.  that  her  mother  {i.e.  the  great-grandmother 
of  my  })atient  on  the  maternal  side)  had  borne  twelve 
children,  and  of  these  alternate  children  had  the  defect 
which   I  had  seen  in  three  generations.      She  was  iiiijthle  to 

*  Of  my  cases,  57"5  pei-  cent,  were  demonstrably  syphilitic,  vide  '  Syphilis 
in  Children,'  page  73. 
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tell  me  in  what  degree  the  sexes  were  affected.  The 
mother  of  these  twelve  children  had  no  deformity,  but  her 
husband  "had  all  his  fingers  shortened,  and  double 
thumbs."  In  the  next,  the  fifth  generation,  the  mother  of 
the  man  last  described  was  deformed  exactly  in  the  same 
way.  The  children  in  this  family  were  affected,  but  only 
alternate  children,  and  here  again  I  was  unable  to  glean 
what  was  the  sex  of  the  deformed  children.  A  collateral 
branch  in  the  fourth  generation  showed  the  defect  Avhich 
had  been  transmitted  l)v  a  female  to  her  son  and  l)v  him  to 


Fig.  22. — Hands  of  patient's  maternal  grandmother. 

his  only  child,  who  was  a  male.  The  last  two  members 
mentioned  in  this  line  are  living  in  Nottingham. 

In  those  cases  examined  by  me  the  stumps  were  all  like 
those  which  are  seen  in  the  so-called  intra-uterine  ampu- 
tations of  legs  or  arms,  and  of  which  I  have  seen  a  few 
instances.  The  facts  reveal  that  in  the  fourth  and 
fifth  generations  some  children  suffered  whilst  others 
escaped. 

The  regularity  Avith  which  this  difference  in  the  offspring 
appeared  is  remarkable,  as  is  also  the  faithful  manner  in 
which  the   deformity  Avas  reproduced.     Such   a  persistent 
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repetition  can  only  be  explained  by  heredity.  The  theory 
of  Hasse  and  Panli  as  to  the  prodnction  of  such 
deficiencies  by  an  early  adhesion  of  the  amnion  and 
integuments  cannot  apply  to  these  cases.  Mr.  Hutchinson, 
in  his  'Pedigree  of  Diseases,'  p.  27,  when  speaking  upon 
the  idiosyncrasy  of  structure,  touches  upon  the  "  freaks 
of  nature,  such  as  moles  and  na^vi  and  the  like."  He 
goes  on  to  say,  "  In  the  idios^nicrasies,  however  marvellous 
some   of  them   may  be,   there   is   usually   to  be   noticed  a 


Fig.  23. — Dr.  George  Carpenter's  case  of  congenital  absence  of  the 
clavicles  in  a  girl  8  years  old. 

certain  reference  to  law  and  order.  They  do  not  occur 
absolutely  by  chance,  and  they  often  appear  to  be  corre- 
hited  with  other  less  startling  peculiarities,  aud  they 
often  happen  to  several  menil)ers  of  the  same  family,  or 
are  distinctly  hereditary."  I  have  quoted  this  passage 
from  Mr.  Hutchinson's  lecture  so  freely  because  the  history 
which  I  have  given  is  strictly  in  accord  with  the  statements 
there  made  by  him.  The  only  similar  case  to  my  own  that  1 
am  Jible  to  find  a  record  of  is  given  in  Keating's  'Encyclo- 
pedia of  Children's  Diseases,'  by  Carson  of  Cincinnati. 
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Dr.  George  Carpenter  lias  puhlislied  *  a  case  of  absence 
of  the  clavicles  with  an  acconnt  of  various  deformities  of 
the  clavicles  in  five  other  members  of  the  same  family,  the 
accompanying  photograph  illustrating  the  condition,  and  I 
am  indebted  to  him  for  permission  to  reproduce  it.  Dr. 
Alfred  Lingard  has  also  drawn  attention  to  hereditary 
transmission  of  hypospadias,  and  its  transmission  by 
indirect  atavism.  Dr.  Lingard  also  o-ives  a  lono-  list  of 
references  bearing  upon  the  question  of  transmission  by 
heredity.t  {Read  April  the  17th,  1903.) 

Discussion. 

Mr,  George  Pernet  wished  to  know  if  Dr.  Marshall  had 
incjuired  into  the  condition  of  the  descendants  of  those  children 
who  had  escaped  the  hereditary  action,  and  had  been  l)orn  with 
normal  extremities. 


50.  A  CASE  OF  COLLOID  CANCEE  INVOLVING  THE 
PERITONEUM  AND  LAEGE  INTESTINE  IN  A 
GIEL  AGED   TWELVE   YEAES. 

By  J.  POETEE   PAEKINSON,  M.D. 

The  infrequency  of  this  disease  at  an  early  age,  and 
certain  points  of  interest  in  connection  with  the  origin  of 
the  growth  and  its  special  symptoms,  appear  to  be  a 
sufficient  reason  for  bringing  it  before  the  notice  of  the 
Society. 

Frances  D^-,  aged  12  years,  was  admitted  into  the 
London  Temperance  Hospital  under  my  care  on  November 
the  Vtli,  1902,  for  swelling  of  the  abdomen.  There  was  a 
history  of  phthisis  on  the  father's  side,  but  no  other  points 
of  importance.  There  was  no  family  history  of  cancer. 
The  patient  had  had  all  the  usual  infantile  illnesses,  and 
also  typhoid  fever.     She  was  stated  to  have  been   always 

*  '  Lancet,'  Jarmary  the  7th,  1899. 
t  '  Ibid.,'  April  the  19th,  18S4. 
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delicate,  but  for  the  past  fortnight  she  had  suffered  from 
cough  and  shortness  of  breath  on  exertion,  and  the  abdo- 
men had  only  been  noticed  to  be  large  for  a  week  before 
admission,  during  which  time  there  had  been  swelling  of 
the  feet,  frequent  micturition,  and  looseness  of  the  bowels. 
The  appetite  was  good,  and  there  had  been  no  vomiting. 

On  admission  she  was  wasted  and  aniemic.  The  tem- 
perature was  normal.  The  tongue  was  clean.  The  abdomen 
was  greatl}'  distended  (girth  32^  inches)  Avith  free  fluid  ;  it 
was  uniform,  with  bulging  in  the  flanks ;  the  area  of 
resonance  above  was  small  in  area  and  the  note  somewhat 
impaired.  There  was  some  oedema  of  the  wall  of  the 
abdomen.  No  organs  could  be  felt.  She  passed  about  five 
or  six  loose,  offensive  motions  daily.  The  heart's  apex-beat 
was  in  the  nipple  line,  in  the  fourth  intercostal  space,  and 
there  was  a  systolic  prascordial  murmur,  probably  h^emic. 

There  was  some  loss  of  resonance  at  the  bases  of  the 
lungs  posteriorly,  but  otherwise  there  were  no  abnormal 
physical  signs  in  the  chest.  The  urine  was  diminished  in 
amount,  being  of  specific  gravity  1024,  acid,  and  at  times 
containing  a  faint  trace  of  albumen.  The  patient  was 
thought  to  be  suffering  from  tul)erculous  affection  of  the 
peritoneum  with  effusion,  and  on  account  of  the  pressure 
symptoms  the  abdomen  was  tapped  on  November  the  13th, 
and  eight  pints  of  flviid  withdrawn.  This  fluid  was  slightly 
alkaline,  of  specific  gravity  1012,  boiled  soHd  with  albumen, 
and  on  microscopical  examination  showed  a  few  leucocytes 
and  no  corpiiscles,  and  also  some  larger  cells  containing 
spaces,  drops  and  granules  of  a  transparent  material 
reseml)ling  fat,  but  not  showing  the  high  refraction  of  the 
latter.  These  cells  were  filled  with  what  was  evidently 
a  colloid  deposit  {vide  Fig.  24,  page  227).  On  examining 
the  abdomen  after  tapping,  an  irregular,  hard  swelling 
could  be  felt  in  the  hepatic  area,  and  some  nodules  could 
be  detected  evidently  free  from  this.  '^Phe  spleen  was  just 
palpable. 

On  Deceiiihi'f  tJK'  2ii(l  an  exploratory  Inparottiiiiy  was 
perfoi-med  l)y  Sir  \\  .  J.  Collins,  who  found  the   peritoneum 
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sown  over  with  small  masses  of  growth  of  a  sodden,  semi- 
translucent  appearance,  and  varying  in  size  from  a  pin's 
head  to  a  pea,  or  even  larger.  A  nodule  was  removed  for 
examination,  and  proved  to  be  colloid  cancer.  The  wound 
healed  by  first  intention. 

From  this  time  till  her  death  on  Feljruary  the  28th  there 
is  nothing  to  record  except  steady  wasting  and  gradual 
increase  in  size  of  the  lumps  in  the  abdomen,  while  the 
fluid  did  not  reaccumulate  to  any  extent.  Eventually  the 
abdomen  appeared  completely  filled  with  the  irregular 
masses  of  growth. 

At  the  autopsy,  on  opening  the  al)domen  the  thickened 


omentum  had  to  be  peeled  away  from  the  abdominal  wall 
before  the  abdominal  cavity  was  exposed ;  four  or  five  pints 
of  fluid  escaped.  The  peritoneum  was  seen  to  be  covered 
with  coalescing  masses  of  colloid  material,  which  involved 
all  the  organs,  but  especially  the  great  omentum,  which  was 
much  thickened,  and  the  whole  of  the  large  intestine,  the 
wall  of  which  was  infiltrated,  without,  however,  any  great 
diminution  of  calibre.  The  small  intestines  were  less 
affected.  The  various  organs  were  matted  together  by  the 
growth,  and  the  liver  embedded  in  a  mass  of  colloid 
material  of  about  a  quarter  of  an  inch  in  thickness.     The 
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spleen  was  similarly  aifected,  and  the.  stomach  was  less 
involved  than  the  other  viscera  in  the  deposit.  The  photo- 
g-raph  shows  the  large  amount  of  cancerous  growth. 

The  primary  seat  of  the  growth  appears,  both  from  its 
microscopical  structure  and  the  gross  appearances,  to  be  in 
the  rectum. 

There  are  tAvo  points  in  the  clinical  aspect  of  this  case 
which  I  should  like  to  mention  ;  the  first  is  that  there  was 
considerable  enlargement  of  the  su])erficial  veins  over  the 


Fig.  25. — Colloid  cancer  of  peritoneum,     a,  rectum  ;  '*,  duodenum  ; 
c,  colon. 


u]i]ier  zone  of  the  abdomen,  similar  to  what  is  met  with  iu 
cases  of  cirrhosis  of  the  liver  ;  this  was  obviously  due  to 
interference  with  the  portal  vein  or  its  tributaries  by  the 
masses  of  growth.  I  may  incidentally  mention  that  the  same 
venous  enlargement  is  not  uncommonly  seen  in  cases  of 
tuberculous  peritonitis. 

The  second  clinical  ]i()int  is,  that  the  nature  of  the  cells  in 
the  peritonitic  fluid  removed  by  the  first  tapping  might 
have  been  recognised  as  cancer  cells  if  the  likelihood  of 
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that  disease  had  not  been  c>verk)oked,  owing  to  the  youth  of 
the  patient. 

In  the  cases  of  colloid  cancer  of  the  peritoneum  I  have 
seen  or  read  of,  the  amount  of  fluid  in  the  abdominal  cavity 
was  insignificant  in  amount,  Init  in  this  case  it  was  the  first 
symptom,  and  was  for  two  months  the  most  marked  feature. 

The  growth  consists  of  a  reticular,  nucleated,  fibrous 
tissu.e,  arranged  in  bands  or  strands,  in  the  meshes  of 
which  are  cells  of  various  sizes  and  shapes,  which  for  the 
most  part  have  undergone  a  colloid  change,  but  which  here 
and  there  can  be  distinctly  seen  ;  in  one  or  two  places  these 
cells  are  typically  columnar,  and  line  alveoli  like  those  of  an 
ordinary  columnar  epithelioma. 

The  youngest  case  of  this  disease  of  which  I  can  find  an 
account  was  recorded  by  Drs.Kanthack  and  Furnivall  in  1896 
in  the  '  Transactions  of  the  Pathological  Society.'  It  was  in 
a  boy  aged  19  years,  and  the  primary  growth  involved  the 
cfecum  and  ascending  colon  and  the  lower  two  or  three 
inches  of  the  small  intestine,  and  caused  symptoms  of 
intestinal  obstruction  for  which  colotomy  was  performed, 
the  obstruction  of  the  lumen  of  the  bowel  being  nearly 
complete.  The  secondary  deposits  were  much  less  numerous 
and  extensive  than  in  the  case  now  reported. 

{Ecchibited  May  the  loth,  1903.) 

Discussion. 

Dr.  Theodore  Fishier  (Bristol)  wished  to  ask  Dr.  Parkinson 
whether  he  had  found  where  the  growth  primarily  originated. 
Although  the  great  majority  over  the  peritoneum  were  secondary 
to  disease  somewhere  in  the  alimentary  canal,  it  was  sometimes 
difficult  to  find  the  primary  source.  He  had  been  unable  to  do 
so  in  one  case  in  the  post-mortem  room,  and  yet  the  sections  had 
shown  the  growth  to  be  carcinoma,  as  in  the  present  case.  Dr. 
Parkinson's  case  showed  a  very  common  appearance  of  carci- 
noma in  the  stomach  and  also  the  intestines,  viz.  the  very 
great  hypertrophy  occurring  in  the  coats  of  the  stomach.  One 
could  sometimes  see  that  in  the  intestines  also,  but  it  was  not  so 
well  marked  there  as  in  the  stomach  in  the  case  under  discussion. 
The  muscular  hypertrophy  frequently  occurred  without  any 
evidence  of  obstruction  of  the  lumen  of  the  stomach  or 
intestines. 
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Dr.  A.  E.  Sansom  tlicmg'lit  the  case  was  a  very  interesting  oue 
and  prol)al;)l_v  a  reO(.>r(l,  as  the  patient  was  only  twelve  years  old. 
He  had  nothing  to  contribute  to  the  discussion,  liut  from  the 
practical  point  of  view  he  woidd  ask  Dr.  Parkinson  whether  an 
examination  of  the  fluid  might  possibly  throw  light  on  future 
cases  in  the  way  that  he  could  put  diiwn  certain  things  as 
colloid. 

Dr.  J.  Porter  Parkinson,  in  reply  to  Dr.  Fisher,  said  that 
in  looking  at  the  growth  near  the  rectum  one  saw  it  extended 
pretty  well  through  the  whole  thickness  of  the  gut.  It  involved 
almost  the  whole  of  the  rectum  ;  certainly  for  some  distance  up 
it  involved  the  mucous  membrane. of  the  rectum,  and  in  that 
part  the  muscxilar  coat  could  l;)e  seen.  It  could  be  seen  in  the 
microscopic  sections  which  he  would  like  to  have  shown.  As  to 
whether  the  fact  of  its  being  epithelioma  meant  that  it  sprang 
from  the  bowel  he  did  not  know.  Dr.  Kanthack,  in  a  paper  read 
some  time  ago  before  the  Pathological  Society,  seemed  to  think 
that  the  finding  of  very  definite  columnar  cells  suggested  that  it 
proceeded  from  the  alimentary  canal.  With  reference  to  Dr. 
Sansom's  remark  about  finding  the  cells  in  the  fluid,  he  thought 
the  drawing  which  he  had  passed  round  showed  the  large 
size  of  those  cells  which  were  to  be  found  there  compared  with 
the  blood-corpuscle  which  Avas  also  there.  They  were  ex- 
ceedingly large,  and  there  were  many  of  them  which  were  obviously 
filled  with  translucent  material,  and  were  unlike  any  other  cells 
he  had  seen.  He  was  not  certain  whether  a  future  case  could  be 
recognised  by  their  presence.  He  thought  it  might  point  to  the 
fact  of  the  case  being  possibly  one  of  cancer  if  it  occurred  in 
another  patient. 


51.  UNUSUAL    JOINT    CHANGES    IN    A    CHILD    THE 
SUBJECT    OF    INHEKITED    SYPHILIS. 

By  a.  a.  H.  PARTEIDGE,  M.D. 

(Introduced.) 

Albert  H — ,  aged  lOi  years,  developed  interstitial  kera- 
titis in  tlie  left  eye  in  November,  1901,  and  the  right  eye 
became  affected  in  January,  1903.  Soon  after  the  left  eye 
was  attacked  the  finger-joints  of  both  hands  became 
swollen.     The  left  hand  was  affected  before  the  right.     At 
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present  the  first  plialaiigeal  joints  of  all  the  fingers  are 
enlarged,  and  also  the  nietacai-po-phalangeal  joints  tjf  the 
right  hand.  'J'he  enlargement  seems  due  to  the  tissues 
round  the  joint  rather  than  to  enlargement  of  the  bones, 
and  IS  very  like  the  condition  found  in  rheumatoid  arthritis. 
No  other  joints  are  affected.  The  head  has  the  appearance 
of  congenital  syphilis.  There  are  scai's  at  the  corners  of 
the  mouth.  The  teeth  are  pegged,  but  the  central  incisors 
are  not  notched.  The  eyes  have  always  been  prominent, 
and  the  boy  has  been  growing  rapidly  since  the  condition 
began.  There  is  slight  deafness  of  both  ears.  There  is 
slight  lymphatic  enlargement  in  the  neck. 

{Exhibited  May  the  loth,  1903.) 

Discussion. 

Mr.  Sydney  Stephenson  said  it  would  be  interesting  to 
know  if  the  toes  were  also  affected. 

Dr.  Edmund  Cautley  said  the  ease  was  very  interesting  on 
account  of  the  association.  It  did  not  seem  to  him  to  be  a 
syphilitic  affection  of  the  joints  ;  he  was  much  more  inclined  to 
think  it  was  a  case  of  osteo-arthritis  occurring  in  a  child  the 
subject  of  congenital  syphilis.  The  condition  of  the  joints  was 
so  comparable  to  what  was  found  in  ordinary  osteo-arthritis  in 
children  that  he  saw  no  reason  to  suppose  it  was  syphilis  in 
itself. 

Dr.  Q.  A.  Sutherland  asked  if  the  patient  had  been  treated 
for  syphilis  ;  if  so,  for  how  long,  and  whether  any  change  in  the 
joints  had  occtn-red  imder  treatment.  In  connection  with 
syphilis,  one  did  have  definite  joint  lesions  occurring,  and 
although  if  one  were  to  take  the  fingers  alone  their  appear- 
ance was  very  like  that  of  osteo-arthritis,  still,  having  syphilis 
in  the  ease,  and  knowing  that  it  had  many  manifestations,  and 
would  simulate  almost  any  known  form  of  disease,  he  thought 
those  joint  changes  were  probably  syphilitic.  One  important 
test  in  that  connection,  of  course,  was  the  result  of  treatment. 
At  the  same  time  it  was  a  very  striking  fact  that  in  some  of 
those  syphilitic  manifestations  one  did  not  get  very  direct  benefit 
from  treatment.  With  regard  to  the  condition  of  the  eyes,  he 
believed  most  men  were  agreed  that  mercurial  or  other  treat- 
ment did  not  have  much  influence  in  interstitial  keratitis.  In 
connection  with  joint  changes  they  were  often  extremely  slow  to 
alter  under  any  treatment,  however  carefully  it  might  be  carried 
out. 


232     JOINT  CHANGES  IN  A  SYPHILITIC  CHILD. 

Dr.  George  Carpenter  said  that  in  some  respects  lie  agreed 
"vvitli  Dr.  Cautley  that  the  condition  was  strongly  suggestive  of 
osteo-arthritis.  There  was  no  doubt  about  the  child  Ijeing 
syphilitic;  the  interstitial  keratitis  and  the  radiating  scars  about 
the  mouth  were  very  characteristic  ;  he  could  not  detect  any 
splenic  enlargement.  He  thovight  there  was  periosteal  thickening 
of  the  heads  of  the  metacarpal  bones,  and  that  the  condition  of 
the  knuckles  could  not  be  distinguished  from  syphilitic  epiphy- 
sitis. The  sole  point  of  distinction  in  the  infant  between 
rickety  and  syphilitic  enlargement  of  the  bone  ends  was  the 
extension  of  periosteal  thickening  up  the  shaft  of  the  bone. 
Under  treatment  that  extension  was  the  first  to  disappear, 
and  then  the  joint  was  similar  in  appearance  to  a  rickety 
enlargement.  When  periosteal  thickening  did  not  occur  and 
there  was  no  pseudo-paralysis,  clinically  the  local  conditions 
were  indistinguishable.  He  thought  that  this  was  just  such  a 
case  occurring  in  a  child  past  the  rickety  age,  and  although 
there  was  no  periosteal  thickening  extending  up  the  shaft  of  the 
bone,  the  condition  nevertheless,  he  thought,  originated  in  the 
epiphysis.  Syphilitic  epiphysitis  was  comparatively  common  in 
infancy,  but  the  age  of  this  child  did  not  exempt  it.  He  did 
not  think  the  thickening  was  altogether  periosteal,  and  that  one 
or  two  of  the  metacarpo-phalangeal  joints  displayed  gummatous 
synovitis,  though  the  majority  of  the  finger-joints  were  un- 
affected. One  point  had  escaped  attention,  and  that  was  that 
the  carpus  on  both  sides  was  also  involved  and  was  decidedly 
thickened,  which  made  its  reseniljlance  to  osteo-arthritis  the 
more  striking.  His  own  impression,  however,  was  that  it  was  a 
syphilitic  manifestation,  not  one  of  osteo-arthritis,  and  some 
X-ray  photographs  should  be  taken  of  the  joints,  by  which 
further  information  might  be  obtained.  The  condition  was 
quite  unlike  that  of  syphilitic  dactylitis,  in  which  the  shafts  of 
the  lH)nes  bore  tlie  Imuit. 

Dr.  F.  Parkes  Weber  said  he  had  just  examined  the  case 
very  carefully  with  Dr.  Carpenter,  and  the  evidence  was  very 
strong  in  favour  of  the  affection  l)eing  due  to  congenital  syphilis. 
There  was  complete  absence  of  tenderness  in  the  hancts ;  the 
movement  in  the  joints  was  almost  perfect.  One  could  move 
the  fingers  freely  and  the  patient  could  move  them  freely 
himself  Avithout  the  slightest  pain.  The  changes  which  one  felt 
in  examining  the  fingers  seemed  to  be  almost  entirely  confined 
to  the  bones  and  periosteum.  Certainly  there  was  just  the 
slightest  eff'usion  into  one  or  two  of  the  joints,  but  when  the 
periosterun  in  the  neighbourhood  of  a  joint  was  affected  it 
wovUd  lie  strange  not  occasionally  to  get  some  effusii^tn  into  the 
joint  itself.  Dr.  Welder  regarded  the  case  as  one  of  phalangitis 
of  congenital  syphilis.  That  affection,  which  had  also  l)een 
termed  syphilitic  dactylitis,  liad    Ih'cu  very  carefully  studi(^d  by 
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Dr.  Carl  Hochsiuger  *  of  Vieuua,  who  had  pointed  out  that  one 
of  the  diagnostic  signs  of  the  disease,  when  the  metacarpal 
bones  as  well  as  the  phalanges  were  affected,  was  that  the 
swelling  occurred  chiefly  at  the  distal  ends  of  the  metacarpal 
bones,  i.  e.  in  the  neighbourhood  of  the  epiphyses.  This  dia- 
gnostic feature  was  strongly  marked  in  the  present  case. 

The  Chairman  (Dr.  Frederick  Taylor)  said  he  had 
followed  the  discussion  with  interest  Ijecause  he  had  had  a  case 
recently  at  Gruy's  Hospital  in  which  a  similar  difficulty  arose. 
It  was  a  case  in  Avhich  a  child,  aged  10  years,  had  swelling 
of  both  knees,  Avhich  was  thought  by  some  to  be  osteo- 
arthritis, although  the  occurrence  of  synovitis  of  the  knees  in 
congenital  syphilis  was  recognised.  She  had  a  very  firm,  hard 
lump  on  the  parietal  l)one  of  consideralile  standing ;  and  it 
was  in  the  history  that  her  mother  had  suffered  from  syphi- 
litic necrosis  of  one  of  the  cranial  bones.  In  the  course  of 
the  girl's  stay  at  the  hospital  she  developed  keratitis.  She  had 
no  other  indications  of  congenital  syphilis  and  had  not  the 
appearance  of  a  syphilitic  child.  The  teeth  were  perfect. 
During  the  seven  or  eight  weeks  she  was  in  the  hospital  there 
was  no  change  in  the  condition. 

Dr.  A.  A.  H.  Partridge  (introduced),  in  reply,  agreed  that 
the  question  of  rheumatoid  arthritis  had  to  be  considered  ;  each 
speaker  had  raised  that  question.  He  thought,  however,  that 
there  were  points  of  distinct  differences  between  the  two 
diseases,  which  he  proceeded  to  mention.  As  to  treatment,  the 
child  was  an  out-patient  at  an  eye  hospital,  and  till  recently  it 
had  not  been  discovered  that  the  joints  were  affected.  One 
joint  had  recovered  without  treatment.  As  to  the  question 
raised  by  Dr.  Parkes  Weber,  he  thought  the  enlargement  was 
due  chiefly  to  the  thickening  of  the  tissues  round  the  jcnut,  and 
not  to  enlargement  of  the  ends  of  the  bones.  There  was  some 
synovitis,  no  doubt,  but  that  did  not  decide  whether  the  con- 
dition was  due  to  rheumatoid  arthritis  or  syphilis.  An  attempt 
had  Ijeen  made  to  distinguish  between  the  two  conditions  by  the 
presence  or  absence  of  tenderness,  but  he  believed  that  both 
were  commonly  painless.  He  did  not  see  how  any  clear 
distinction  could  be  drawn  lietween  the  two  except  from  the  fact 
that  the  child  was  certainly  syphilitic,  but  as  both  conditions 
were  septic  the  joint  changes  in  Itoth  might  be  much  alike. 

*  '  Verliandl.  d.  Gesellsch.  fiir  Kindei'heilkunde,'  19C0,  j).  47. 
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52.  DIPHTHEEIA    OF    THE    (ESOPHAGUS    AND 
STOMACH. 

By   EDMUND   CAUTLEY.  M.D. 

The  specimens  shown  are  illustrative  of  an  unusual  com- 
plication of  diphtheria,  and,  in  addition,  there  are  several 
interesting  points  in  the  details  of  the  ease. 

Edward  F — ,  aged  18  months,  Avas  admitted  into  the 
Metropolitan  Hospital  on  March  the  28th,  and  died  on 
April  the  27th,  1903. 

He  was  admitted  under  a  surgical  colleague  for  constipa- 
tion and  anuria  of  tAventy-four  hours'  duration,  preceded" by 
an  attack  of  diarrhoea  and  vomiting  for  Iavo  weeks.  On 
examination  the  belly  was  found  enormovisly  distended. 
There  was  torticollis  on  the  right  side. 

Under  chlorofoi'm  a  soft  I'ubber  catheter  was  passed,  but 
no  urine  was  obtained.  The  rectum  was  ballooned.  An 
enema  was  given,  and  from  a  pint  to  a  pint  and  a  half  of 
li(juid  fa?ces  were  evacuated,  and  the  child  vomited  much 
undigested  food.  The  belly  then  became  flaccid  and  he 
was  much  relieved. 

Two  days  later  I  saAv  him,  the  ([uestion  of  the  symptoms 
being  due  to  the  onset  of  meningitis  having  been  raised.  On 
careful  examination  a  diagnosis  of  rickets  and  constipation 
was  arrived  at.  The  folloAving  is  a  brief  abstract  of  the  chief 
features  of  the  case  Avhile  under  my  care. 

April  the  7th. — Doing  Avell.  Constipation  relieved  by 
glycerine  enemata.  Has  gained  six  ounces  in  the  last  four 
days. 

8th. — Urine  ott'ensive,  .slightly  alkaline. 

lOtli. — Loss  of  three  ounces  in  tln-ee  days. 

13th. —  Gain  of  three  ounces  in  three  days. 

15th. — The  torticollis  has  sub.sided.  Abdomen  full  and 
lax.  is  cutting  the  u])])er  canines;  has  twelve  teeth. 
Urine  (offensive,  alkaline,  contains  a  slight  cloud  of  albunn'n. 
Normal  temperature. 
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16th. — Sudden  rise  of  temperature  to  100'8°  F.  in  the 
morning  and  10o'8°  F.  in  the  evening. 

17th. — Loss  of  seven  ounces  in  four  days.  Stools  un- 
dig'ested  and  loose.  Urine  muddy^  offensive,  specific  gravity 
1010,  acid,  contains  trace  of  albumin. 

21st. — Loss  of  five  ounces  in  weight.  Less  fever.  Stools 
very  offensive,  fairly  digested.  Urine  contains  albumin, 
casts,  and  numerous  motile  bacilli,  but  no  pus  or  blood. 

22nd. — Some  nasal  discharge.  Tonsils  enlarged  and 
reddened. 

23rd. — Languid  and  debilitated.  Seems  much  more  ill. 
Takes  food  badly,  has  vomited  once;  tongue  a  little  furred; 
stools  offensive  and  green.  WidaFs  test,  with  a  dilution  of 
1  in  30,  caused  marked  clumping  in  ten  minutes. 

26th. — Vomited  three  times  during  the  night.  Bowels 
acted  five  times,  the  stools  being  green  and  containing 
curds.     Urine  acid,  contains  more  albumin. 

27th. — Steadily  losing  grcMind.  More  fever  for  two  days. 
Occasional  cough.  Eyes  turned  upwards,  to  the  left.  Limbs 
somewhat  rigid.  Throat  a  little  injected,  and  shows  a 
small,  dirty  yellow  patch,  like  exudation,  on  the  left  tonsil. 
Urine  contains  more  albumin,  granular  casts,  and  many 
bacilli.  Death  resulted  from  failure  of  respiration  in  the 
afternoon. 

The  motile  bacilli  found  in  the  urine  proved  on  cultural 
examination  to  be  a  variety  of  the  Bar  ill  us  coll. 

Post-mortem  examination  (twenty  hours  after  death). — All 
the  organs  pale.  An  excess  of  fiuid  in  the  serous  cavities. 
Heart  normal,  undilated.  A  small  ulcerated  area  was  found 
on  each  tonsil.  The  larynx  was  normal,  the  lungs  edema- 
tous. The  oesophagus  wa.s  much  engorged,  thickened,  very 
dusky  in  colour,  and  contained  a  considerable  amount  of 
adherent  membrane  in  the  up])ei'  third.  The  stomach  was 
dilated,  the  cardiac  end  and  fundus  normal.  Almost 
surrounding  the  smaller  end,  not  quite  reaching  to  the 
pylorus,  was  an  intensely  engorged  ha^morrhagic  area,  due 
to  acute  inflammation  of  the  mucous  membrane,  the  size  of 
a    small    female    hand,    partially    covered    with    adherent 


236  DIPHTHERIA  OF  (ESOPHAGUS  AND  STOMACH. 

yellowisli  membrane.  On  the  peritoneal  surface  Avere  a  few 
punetiform  haemorrhages.  The  spleen  was  dark^  tirm^  and 
not  enlarged.  The  kidneys  were  enlarged,  the  cortex 
thickened.     The  bladder  was  normal. 

On  microscopical  examination  of  the  stomach  the  cylin- 
drical epithelium  Avas  found  denuded,  the  tubular  glands 
SAA'oUen,  and  many  micro-organisms  Avere  seen  on  the 
surface,  in  and  under  the  membrane ;  a  f eA\'  of  them  seemed 
club-shaped.  The  Klebs-Loffler  bacillus  Avas  recoA^ered  by 
cultivation  from  both  the  oesophagus  and  the  stomach. 

Diphtheritic  inflammation  of  the  stomach  is  not  common. 
It  is,  in  fact,  a  rare  disease,  and  is  said  to  be  alAA'ays 
secondary  to  diphtheria  of  the  throat  or  respiratory  tract. 
It  occurs  almost  exclusiA-ely  in  children,  Imt  cases  have 
been  recorded  in  young  adults.  It  assumes  A'arious  forms. 
Small  isolated  patches  may  be  seen  in  the  fundus,  or 
streaks  of  membrane  radiating  from  the  cardiac  orifice 
toAvards  the  pylorus.  ExtensiA'e  ulceration  is  unusiuil,  and 
it  is  still  more  rare  to  find  a  universal  coA'ering. 

Tavo  good  examples  of  the  affection  are  recorded  in  the 
'Transactions  of  the  Pathological  Society  of  London.' 
Edgar  Willett  "^  reported  a  case  in  a  child  aged  one  year. 
Tracheotomy  had  been  done  some  time  preA'ious  to  death. 
The  pharynx  Avas  affected;  the  oesophagus  AA'as  normal. 
Nearly  the  Avhole  of  the  mucous  membrane  of  the  stomach 
Avas  coA^ered  Avith  a  fine,  flaky  false  membrane.  Soltau 
FenAvick  t  reported  a  case  in  a  child  aged  three  years. 
Tracheotomy  Avas  done  tAventy-four  hours  before  death,  and 
the  child  had  been  fed  by  nasal  tube.  The  pharynx  Avas  not 
affected.  Membrane  extended  from  the  larynx  to  the 
finest  bronchial  tubes.  The  oesophagus  contained  no  mem- 
brane. The  stomach  Avas  entirely  lined  Avith  menil)rane, 
which  extended  for  one-third  of  an  inch  through  the  pylorus. 

Thus,  in  both  these  cases  the  stomach  Avas  extensi\^ely 
involved  apart  from  any  affection  of  the  oesophagus.  The 
e.xplaiintioii  does  not,  therefore,  consist  in  direct  extension. 

*  Vol.  xliii,  p.  (52,  1892. 
t  Vol.  xlv,  p.  GO,  1894. 
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Probably  the  infected  material  is  swallowed^  or  is  pushed 
down  by  the  tube  in  feeding,  and  the  deficiency  of  hydro- 
chloric acid  in  the  gastric  juice  of  the  infant  is  a  cause  of 
the  non-destruction  of  the  infective  material. 

Many  interesting  questions  arise  out  of  the  present  case. 
The  affection  for  which  the  child  was  admitted  was  some- 
what anomalous.  It  was  probably  due  to  intestinal  ob- 
struction from  unsuitable  feeding  after  an  attack  of 
diarrhoea.  Possibly  drugs  had  been  given  to  stop  the 
diarrhoea,  and  had  helped  in  producing  the  constipation. 
The  suppression  of  urine  was  secondary  to  the  intestinal 
condition.  The  cause  and  significance  of  the  bacilluria  are 
uncertain.  A  catheter  was  passed  with  the  usual  aseptic 
precautions  on  March  the  29th.  The  urine  was  first 
noticed  to  be  offensive  ten  days  later.  There  were  no 
indications  of  cystitis,  such  as  pain  or  increased  fi'equency 
of  micturition,  and  the  child  was  progressing  favourably 
and  gaining  weight.  The  bacilli  were  found  on  microscopic 
examination  at  a  later  date,  but  may  have  been  present 
from  the  start.  Bacilluria  is  probably  not  uncommon  in 
children,  for  it  is  frequently  found  on  microscopical  examina- 
tion quite  unexpectedly.  A  positive  Widal's  reaction, 
associated  with  bacilluria,  suggested  a  possibility  of  enteric 
fever,  but  the  history  of  the  case,  the  course  of  the  fever, 
and  the  absence  of  confirmatory  symptoms  enabled  me 
definitely  to  negative  siich  a  diagnosis,  even  before  cultural 
examination  proved  the  bacilli  to  belong  to  the  colon  group. 
The  absence  of  any  post-mortem  evidence  of  bladder 
disease,  and  the  presence  of  casts,  showed  that  the  child 
had  some  nephritis.  At  the  time  the  question  arose  whether 
there  was  a  nephritis  due  to  an  infection  by  the  Bacillus 
coli.  The  casts  were  found  later  in  the  illness,  and  were  no 
doubt  due  to  a  diphtheritic  infection  of  the  kidney. 

The  association  of  the  albuminuria  with  the  diphtheria  is 
somewhat  vague.  It  was  present  though  the  temperature 
was  normal.  Possibly  it  was  due  to  diphtheritic  infection, 
occurring  definitely  sometimes  before  the  rise  of  tempera- 
ture of  the  terminal  illness.     The  rapid  loss  of  weight  from 
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tlie  loth  onwards  is  suggestive  that  it  was  on  the  18th  that 
the  infection  began  to  be  active. 

Both  the  mode  of  infection  and  the  point  of  attack  are 
uncertain.  Not  until  six  days  after  the  onset  of  the  fever 
was  there  any  nasal  discharge,  and  not  until  the  same 
period  was  the  throat  found  injected  and  swollen.  At  this 
time  the  left  submaxillary  glands  were  a  little  enlarged. 
This  fact  did  not  seem  of  much  importance^  seeing-  that 
they  had  been  enlai-gecl  on  admission  in  connection  with 
the  torticollis.  Even  on  the  day  before  death  only  a  small 
excavated  area  was  seen  on  the  left  tonsil.  The  nasal 
catai-rh  was  very  slight.  The  larynx,  uvula,  and  soft  palate 
were  cjuite  unaffected.  Apparently  the  infection  started  in 
the  CESophagus,  and  the  stomach  and  tonsils  were  affected 
secondarily.  A^^hy  the  affection  was  localised  in  this  way, 
and  the  exact  manner  in  which  it  was  acquired,  must 
remain  uncertain.  The  child  was  too  ill  to  have  toys,  and 
seemed  much  more  ill,  from  the  time  of  admission,  than  the 
physical  signs  and  symptoms  warranted. 

{Exhibited  May  the  Vifh,  1903.) 

Discussion. 

Dr.  Theodore  Fisher  (Bristol)  said  he  had  now  seen  and  made 
alK)ut  1700  post-mortem  examinations,  and  had  had  a  considerable 
uumljer  of  diphtheria  cases,  but  he  had  never  met  with  a  case 
like  that  of  Dr.  Cautley's.  He  had  shown  a  stomach  in  a  case 
of  diphtheria  liefore  the  Society  about  a  year  ago,  which  showed 
a  condition  which  he  thought  was  not  so  very  iincomnion. 
Small  circular  haemorrhages  were  present  all  over  the  stomach, 
which  he  thought  liore  out  the  suggestion  that  toxins  were 
secreted  by  the  stomach  in  some  diseases.  If  the  urine  were 
more  frequently  examined  for  liacilli  they  would  probably  be 
found  in  many  cases.  In  the  post-mortem  room,  if  one  looked 
for  pyelitis  one  would  find  it  in  a  large  percentage  of  cases,  and 
if  the  pus  were  examined  under  a  microscope  micro-organisms 
of  the  disease  causing  death  might  be  found.  For  example,  a 
few  weeks  ago  they  had  a  case  of  cerebro-spiual  meningitis,  and 
he  remarked  beforehand  that  in  the  kidneys  they  would  proliably 
find  pyelitis,  which  they  did.  They  also  fovmd  some  intra- 
cellular diplococci  in  the  pus  from  the  pelves  of  the  kidneys, 
which  were  found  in  the  pus  at  the  base  of  the  brain,  and  in  the 
discharge  from  the  base  of  the  nose,  and  elsewhere. 
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Mr.  Gordon  Watson  (introduced),  referring  to  the  bac- 
teriological examination  made,  said  that  by  the  time  he  examined 
it  the  urine  was  practically  acid,  and  there  was  no  pus.  It  was 
crowded  with  motile  bacilli,  which  he  carefully  examined  by 
differential  tests,  to  see  if  they  were  typhoid  or  not ;  and 
undoubtedly  they  belonged  to  the  coli  groujj.  The  section  of 
the  kidney  showed  commencing  catarrhal  nephritis.  He  also 
stained  the  kidney  for  bacilli,  and  found  some,  which  he  thought 
were  coli.  He  could  not  make  a  diagnosis  from  seeing  the 
section.  With  regard  to  the  diphtheria,  he  obtained  a  pure 
culture  of  the  Klebs-Liiffler  bacillus  from  the  mucous  mem- 
brane of  the  oesophagus  and  the  stomach,  and  also  in  sections  of 
the  stomach  wall,  besides  a  large  number  of  micrococci,  many  of 
which  were  streptococci.  There  were  numerous  club-shaped 
l)acilli,  which  from  their  shape  and  grouping  he  thought  might 
he  safely  put  down  to  the  diphtheria  bacillus.  The  bacilli  were 
found  both  in  the  fibrinous  membrane  and  beneath  it  in  the 
mucous  membrane. 


53.  A  CASE  OF  ENLARGED  BRONCHIAL  GLANDS 
IN  A  YOUNG  CHILD. 

By  J.  PORTER  PARKINSON,  M.D. 

This  child,  a  male  ag-etl  4i  years,  has  been  under  my 
care  for  the  past  two  and  a  half  years.  During  most  of 
this  time  he  has  suffered  from  a  paroxysmal  cough,  attended 
with  a  marked  "  whoop "  and  frec|ueiitly  followed  by 
vomiting.  The  cough  has  varied  in  frequency.  During  its 
worst  periods,  when,  besides  the  other  signs,  there  has 
been  evidence  of  bronchitis  in  the  chest,  it  has  occurred 
nearly  every  half-hour,  with  two  or  three  marked  whoops 
during  each  paroxysm,  and  has,  especially  recentl}^,  been 
attended  by  vomiting,  in  the  course  of  which  a  considerable 
amount  of  sputum  w^as  brought  up.  During  his  intervals  of 
improvement  he  has  only  had  about  six  or  eight  paroxysms  of 
coughing,  but  during  these  the  wdioop  has  been  well  marked. 
The  physical  signs  have  varied  comparatively  little  during 
the  whole  period  of  observation.     He  is  a  w^ell-nourished 
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hoy,  but  .slightly  small  for  his  age.  There  is  clubbiBg  of  the 
fingers  and  toes.  There  is  some  slight  retraction  of  the  right 
side  of  the  chest,  more  marked  below,  and  the  costal  angle 
is  lessened  on  this  side;  the  movements  here  are  diminished, 
and  there  is  retraction  of  the  intercostal  spaces  during  in- 
spiration. The  percussion  note  is  slightly  impaired,  espe- 
cially at  the  base.  The  l:)reath-sounds  are  weaker  on  the 
right  side,  and  in  places  s(Mnewhat  bronchial  in  quality  ; 
there  is  no  stridor,  and  at  present  no  added  sounds.  The 
left  lung  is  somewhat  over-expanded.  The  heart  is  normal, 
its  apex-beat  being  in  the  fifth  space  below  the  nipple.  The 
abdominal  organs  and  urine  are  normal.  The  sputum  varies 
much  in  amount.  During  his  last  attack  of  bronchitis  he 
brought  u]i  between  half  and  thi'ee  quarters  of  a  pint  each 
twenty-four  hours.  It  is  purulent,  containing  strepto-  and 
staphylococci,  and  the  diplococcus  lanceolatus,  but  no 
tubercle  bacilli.  There  are  a  few  enlarged  glands  in  the 
left  side  of  the  neck.  The  temperature  during  his  attacks 
mounts  to  about  101°  F.,  but  at  other  times  is  normal.  His 
weight  is  2  st.  5^  lbs. 

Though  there  is  no  direct  evidence  of  their  presence,  I 
venture  to  suggest  that  in  this  case  there  are  enlarged 
mediastinal  glands  pressing  upon  the  right  bronchus  and 
interfering  with  the  vagus  nerve,  hence  causing  some  dila- 
tation of  the  bronchi  of  the  right  lung,  with  accompanying 
fibrosis,  and  a  cough  attended  by  whooping,  owing  to  the 
effect  on  the  vagus  nerve.  This  condition  was  jiresent  in 
a  case  I  recorded  in  the  'Lancet'  in  1898,  in  which  the 
necropsy  revealed  the  vagus  nerve  stretched  by  and  ad- 
herent to  the  enlarged  bronchial  glands ;  while,  owing  to 
the  pressure  on  the  main  bronchus,  the  bronchi  of  the  left 
lung  were  dilated,  and  there  was  some  collapse  and  fibrosis 
of  the  lung  itself.  The  clinical  aspect  of  the  case  was 
almost  identical  with  the  one  now  described. 

{Exhihlted  May  the  loth,  1908.) 

Discussion. 

The  Chairman  (Dr.  Frederick  Taylor)  wished  to  hear 
some  references  made  to  the  frequency  with  which  such  cases 
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occurred  Years  ago  he  had  been  very  much  impressed  with 
descriptions  of  cases  of  enhirged  Ijronchial  giands,  and  with 
symptoms  of  tumour,  and  was  led  to  believe  they  were  very 
frequent.     His  sulisequent  experience  had  altered  that  opinion. 

Dr.  Porter  Parkinson,  in  reply,  woidd  not  express  any 
opinion  as  to  the  frequency  oi  such  cases.  He  had  been, 
perhaps,  rather  looking  out  for  them  since  he  made  an  autopsy 
of  the  first  case,  in  which  there  was  very  definite  enlargement 
of  the  lironchial  giands.  The  vagus  was  absolutely  flattened 
out  l)y  the  glands.  Since  that  time  he  had  had  an  opportunity 
of  making  another  autopsy,  in  which  the  condition  was  much 
the  same.  Whether  the  bronchiectasis  or  the  enlarged  glands 
was  the  primary  condition  he  Avould  not  definitely  say,  but  he 
thought  it  likely  that  the  bronchiectasis  was  the  primary  con- 
dition. That  was  liorne  out  by  the  fact  that  there  was  no 
tubercle  in  the  gland ;  there  was  simply  hyperplasia  of  the 
glandular  tissue.  He  imagined  it  was  more  likely  to  be  the 
secondary  condition  than  the  primary  one.  The  question  put  to 
him  was  whether  the  l)ronchiectasis  alone  was  sufiicient  to 
explain  the  very  continuous  whoop.  It  Avas  so  distinct  that  the 
child  was  not  allowed  V>y  the  mother's  friends  to  associate  with 
their  children.  She  was  sent  out  of  hospital  several  times  as  a 
case  of  whooping-cough. 


54.  ATHETOSIS  IN  A  CASE  OF  MITEAL  DISEASE. 
By  FEEDERICK  TAYLOR,  M.D. 

Margaket  H — ,  aged  15  years,  by  occupation  a  book- 
folder,  developed  .scarlet  fever  when  five  years  old,  which 
was  followed  by  diphtheria.  JShe  had  rheumatic  fever 
when  six  years  old. 

Present  disease. —  On  March  the  29th,  1903,  seven  clays 
before  her  admission  into  Guy's  Hospital,  the  patient  woke 
up  in  the  middle  of  the  nig-ht,  complained  of  great  pain 
down  the  right  side  of  tlie  body,  screamed,  and  was 
unable  to  move  her  right  arm  or  leg.  8ome  "twitchings" 
of  the  right  arm  and  leg  were  noticed.  Her  speech  was 
so   much  affected  that   her   mother  could  not   understand 
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what  she  said.  She  remained  in  bed  the  next  day,  with 
the  same  pain  and  in  the  same  condition.  In  two  days' 
time  from  the  onset  hei*  speech  was  intelligible.  She  was 
able  to  walk,  "  dragging  her  right  leg,"  and  the  move- 
ments of  the  arm  were  returning,  except  in  the  hand, 
which  remained  useless.  Some  involuntary  movements 
of  the  hand  and  foot  were  noticed.  The  pain  was  less 
severe.  She  remained  in  this  condition  until  her  admis- 
sion into  the  hospital. 

On  admission  (April  the  5th). — The  patient  is  a  pale 
but  well-nourished  girl.  She  complains  of  pain  down  the 
right  side  of  the  body,  which  cannot  be  definitely  located. 
She  gives  her  history  clearl3^  Her  speech  is  not  affected, 
and  her  mental  condition  seems  good. 

There  is  a  soft  systolic  bruit  heard  ])est  in  the  mitral 
area,  and  ti-aceable  towards  the  axilla. 

There  is  no  complete  paralysis,  but  there  is  weakness 
of  the  right  arm,  and  still  more  of  the  hand.  The  grip 
of  the  hand  is  very  feeble,  and  can  only  be  maintained  for 
a  few  seconds,  when  it  relaxes.  There  is  also  weakness 
of  the  right  leg.  There  is  no  paral3'sis  or  apparent  weak- 
ness of  the  tongue  or  facial  muscles.  The  patient  states, 
however,  that  she  has  lost  the  power  of  Avhistling,  which 
she  foi-merly  had.  There  are  involuntary  movements  of 
the  hand  and  foot  on  the  right  side,  which  occasionally 
involve  the  upper  parts  of  the  limbs.  There  are  no 
involuntary  movements  of  the  facial  nuiscles  or  of  the 
muscles  of  the  left  side.  On  walking  she  slides  the  right 
foot  along  the  ground.  There  are  no  alterations  in 
sensation.  Tlie  knee-jerks  are  brisk,  and  so  ai-e  the 
superficial  abdominal  reflexes. 

The  pain  in  the  side  was  not  ])resent  for  more  than  a 
day  or  two  after  her  admission  into  the  hospital,  and  was 
never  severe. 

May  the  12tli. — The  ])atient's  condition  has  not  changed 
much,  except  that  she  has  more  power  in  the  arm  and 
legs,  and  the  involuntary  movements  have  become  more 
marked. 
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The  movements  appear  to  be  increased  by  observation, 
but  not  on  attempting-  to  use  the  hand.  Tliey  are  not 
present  dui'ing  sleep.  When  the  hand  is  pronated  and 
lying-  on  the  bed  they  are  mostly  confined  to  the  wrist 
and  metacai-po-phalang-eal  joints.  There  is  occasional 
movement  of  the  upper  arm,  especially  when  there  is  an 
involuntary  supination  of  the  hand.  The  movements  at 
the  wrist-joint  are  mostly  those  of  flexion  and  extension, 
with  lateral  movement  less  frequently.  There  is  not  much 
tendency  to  rotation.  There  is  no  definite  rhythm,  but 
there  are ,  usually  about  forty  movements  of  the  wrist 
each  minute.  The  thumb  and  fingers  are  hyper-extended 
and  widely  separated,  the  fingers  being  irregulai'ly  and 
independently  flexed,  sometimes  only  at  the  metacarpo- 
phalangeal joijiits,  sometimes  at  the  interphalangeal 
joints  as  well.  The  fingers  are  occasionally  adducted. 
The  hand  is  sometimes  almost  closed. 

In  the  foot  the  sole  is  alternately  inverted  and  everted, 
with  movements  of  flexion  and  extension  taking  place  at 
the  ankle-joint  simultaneously,  so  that  there  is  rotation  at 
the  ankle-joint  more  frequently  than  at  the  wrist.  There 
is  no  definite  rhythm.  The  toes  tend  to  be  extended,  but 
they  are  frequently  flexed,  and  appear  to  move  more 
uniformly  together  than  the  fingers. 

The  calf  muscles  can  be  felt  to  be  conti-acting  ii-regu- 
larly. 

There  are  occasional  jerky  movements  of  the  thigh,  but 
the  foot  is  not  raised  from  the  bed. 

[Exkihited  Ma;/  the  loth,  1903.) 


Discussion. 

Dr.  A.  E.  Sansom  thanked  Dr.  Taylor  for  bringiug  the 
case  forward.  He  would  proceed  very  diffidently  in  dissecting 
and  examining  and  criticising  the  case.  He  deferred  to  Dr. 
Taylor's  superior  judgment,  but  at  the  same  time  he  thought 
there  could  not  he  any  doulit  that  it  was  a  rheumatic  heart,  and 
that  there  had  l)een  rhenmatic  endocarditis,  whatever  might  be 
said  about  nun-murs  or  the  al  )sence  of  murmnrs.     He  might  agree 
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witli  Dr.  Taylor  that  it  was  a  case  of  mitral  endocarditis  from 
so-called  rheumatic  causes.  It  seemed  very  clear  that  it  was  a 
case  of  embolism.  There  was  pluo-giug,  aud  the  plugging  must 
have  been  of  the  left  hemisphere,  liecause  it  was  a  right-sided 
lesion.  It  must  have  Ijeen  a  large  plug  because  in  the  first  place 
there  was  not  only  paralysis,  but  aphasia.  A  good  deal  of  it  had 
recovered.  How  did  a  plug"  recover?  Partly,  sometimes,  by 
softening  and  restoration  of  the  circulation  over  an  area 
previously  disturlted.  That  was  undoul;)ted.  Then,  the  centres 
for  some  of  the  movements  were  still  impaired,  and  it  might  be 
there  had  been  softening  there.  He  would  not  use  the  word 
athetosis  more  than  he  could  help,  but  there  was  probably  an 
impairment  of  the  motor  tract.  He  was  putting  things  clearly 
to  himself,  step  l\v  step.  Then,  they  agreed  first  of  all  that  it 
was  rheumatic,  and  that  there  had  l>een  plugging.  Plugging  in 
a  purely  rheumatic  case  was  not  quite  so  common  as  people 
thovight.  It  was  very  common  in  anything  like  septic  endocar- 
ditis. In  this  case  it  would  lie  agreed  that  there  was  multiple 
infection — there  were  sources  of  multiple  infection.  He  was 
speaking  of  remote  causes,  not  of  present  causes.  There  was 
scarlet  fever  followed  by  diphtheria,  at  any  rate  there  was  the 
possibility  of  multiple  infection.  It  might  be  that  infective 
endocarditis  was  not  common  in  rheumatic  endocarditis,  liut  was 
common  when  there  was  a  superadded  infection.  Some  people 
thought  so.  It  seemed  to  him,  it  was  very  possil)le  that  there 
had  been  something  in  addition  to  the  ordinary  endocarditis, 
something  which  had  given  rise  to  plugging,  something  which 
had  caused  emliolic  infarction,  something  which  was  ex- 
tensive now,  though  less  extensive  than  it  was.  They 
talked  aljout  the  results  of  the  nervous  mechanism,  and 
said  there  must  have  been  an  impairment  of  the  sensory 
motor  tract — he  did  not  mind  whether  it  were  called  post- 
hsemorrhagic  chorea  or  hsematosis,  but  at  any  rate  it  was  an 
extensive  impairment.  Although  it  was  smaller  than  it  was, 
nevertheless  the  child  would  Ijear  permanent  symptoms,  and 
probably  there  would  be  permanent  hemiplegia.  Dr.  Taylor 
and  he  were  not  at  war  now  aliout  the  first  cause ;  they  thought 
there  was  a  rheumatic  heart,  and  it  was  cjuite  possible  there  was 
a  superadded  infection.  As  they  were  a  society  for  the  study 
of  those  things,  it  showed  they  were  not  there  to  express  very 
positive  opinions.  He  had  ti'ied  to  express  opinions  which  were 
by  no  means  positive  under  present  circumstances.  He  wished 
to  be  pardoned  for  anything  he  had  said  over-positively.  He 
thought  it  was  a  very  extensive,  a  very  severe  lesion,  which  was 
likely  to  remain.  He  would  not  put  any  name  to  the  nerve 
condition  wliicli  had  I'csulted. 

Dr.  Edmund  Cautley  asked  if  it  were  a  common  experience 
for  athetosis  to  develop  so  ([uickly  after  hemijJcgia. 
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Dr.  G,  A.  Sutherland  said  the  case  was  extremely  interesting 
for  thein  to  see,  and  also  from  the  point  of  view  of  diagnosis. 
Of  course,  the  members  were  in  the  same  position  then  as  was 
Dr.  Tavlor  when  he  first  saw  the  case.  Dr.  Taylor  was  not 
quite  sure  then  whether  it  was  athetosis  or  chorea.  Certainly, 
at  first  sight,  the  prc»blem  did  present  itself,  and  without  Ijeing 
at  all  positive,  his  own  impression  was  that  it  was  a  case 
of  chorea,  from  the  nature  of  the  movements.  Dr.  Taylor  had 
referred  to  slow  movements.  It  seemed  to  him  that  those  were 
very  rapid  movements  for  athetosis,  and  there  was  also  the 
point  raised  l:)y  Dr.  Cautley  as  to  the  very  rapid  onset  of  the 
movements.  Then  there  was  the  association  with  endocarditis, 
which  was,  of  course,  a  strong  point  in  favovir  of  chorea.  The 
ordinary  rheumatic  endocarditis  embolism  was  not  a  common 
thing  in  children,  except  in  the  very  advanced  cases.  Then 
there  was  the  hemiplegic  distribution,  which  suited  equally  well 
for  athetosis  or  chorea.  The  absence  of  the  face  movements  was 
certainly  against  chorea,  liut  he  did  not  think  it  alisolutely 
excluded  the  presence  of  chorea. 

The  Chairman  (Dr.  Frederick  Taylor)  said  he  was  glad 
to  hear  Dr.  Sutherland's  d(.)\il>t  alxiut  the  case,  as  it  justified 
him  in  liringing  it  Ijefore  the  Society  f(,>r  inspection.  At  the 
same  time  he  was  not  moved  by  Dr.  Siitherland's  criticism.  Of 
course,  he  thought  it  was  embolism ;  that  was  the  only  way  in 
which  he  could  attempt  to  explain  it  at  all.  As  to  the  kind  of 
movements,  of  course  one  could  get  choreic  movements  to  a 
certain  extent  like  them.  He  thovight  the  movements  of  the 
foot  were  more  violent  than  those  of  the  hand,  whereas  it  was 
common  in  chorea  to  have  the  movements  of  the  hands  more 
active;  and  he  thought  also  this  was  more  frequently  the  case  in 
athethosis.  The  diiference  in  rapidity  in  the  movements  did  not 
appeal  to  him  as  a  very  strong  objection.  He  said  that  the 
convulsive  movements  arising  from  lesions  on  one  side  of  the 
brain  might  be  very  active,  even  of  extreme  rapidity.  He  did 
not  know  whether  any  members  of  the  Society  were  familiar 
with  a  patient  named  Henry  Lindey,  who  had  had  a  "  mad  " 
arm  for  more  than  thirty  years  ;  his  arm  was  continually  in 
violent  motion,  so  that  it  had  to  be  strapped  to  his  body.  He 
dared  not  let  his  arm  go  for  fear  it  should  overpower  him,  so  to 
speak.  The  man  obviously  had  a  l)rain  lesion,  for  he  had  had  an 
injiiry  to  his  head  some  thirty-five  years  ago.  There  were  cases, 
he  believed,  with  all  degrees  of  rapidity  of  movement  between 
slow  and  fast.  So  far  as  chorea  was  concerned,  sometimes  it 
was  fast  and  sometimes  slow.  Spasticity  was  not  necessarily 
present  in  athetosis ;  it  was  replaced  by  alniormal  mcjbility. 
The  limbs  were  not  perfectly  paralysed ;  they  had  a  cei'tain 
amount  of  power ;  they  were  not  spastic.  When  he  spoke  of 
chorea,  he  meant  ordinary,  Sydenham's  chorea.      He  supposed 
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that  the  term  pust-hemiplegie  chorea  generally  referred  to  a 
condition  of  athetosis.  That  might  mean  it  was  chorea  to  a 
high  degree,  and  "was  post-hemiplegic,  or  at  any  rate  post- 
embolic.  He  Ijelieved  he  would  he  right  in  saying  that  the 
first  cases  of  athetosis  described  had  no  hemiplegia  at  all. 
Hammond's  two  cases  of  athetosis  were  cases  in  which  there 
was  a  hemiplegic  distribiition  of  slow  movement,  without  any 
definite  hemiplegia.  It  was  only  afterwards  it  was  recognised 
that  movements  of  that  kind,  coming  on  after  hemiplegia  in 
children,  were  practically  to  be  put  in  the  same  group.  Even  if 
it  were  somewhat  rare  to  get  cases  c^uite  like  that,  they  had 
examples  in  the  very  first  cases  reported  under  that  name.  He 
woulct  be  glad  to  keep  a  watch  on  the  case  and  report  to  the 
Society.  Dr.  Sansom  had  expressed  the  opinion  that  it  was  a 
permanent  lesion,  which  was  practically  agreeing  with  him  that 
it  was  athetosis.  If  it  was  choreic.  Dr.  Sutherland  woidd 
naturally  ex])ect  a  recovery  in  the  course  of  two  or  three  months. 

Postscript  (July  the  20tli,  1903).— The  condition  of  this 
patient  is  the  same  as  when  she  was  exhibited.  The 
iiiovenients  of  the  hand  and  fingers,  and  of  the  foot  and 
toes,  are  constant,  except  during  sleep.  The  facial  muscles 
are  entirely  unaffected.  There  has  heeu  no  improvement 
and  no  deterioration. 


55.  A  CASE  OF  ACUTE  ANTERIOR  POLIOMYELITIS 
INVOLYINO  THE  ABDOMINAL  MUSCLES. 

By  FREDERICK  TAYLOR,  M.D. 

Christine  S — ,  aged  14  years,  came  htmie  from  scliool 
complaining  of  a  headache  one  day  in  the  first  week  of 
November,  1902.  The  next  day  she  was  worse  ;  she  was 
'Might-headed,"  feverish,  and  had  pains  in  tlie  liinl)S. 
Three  or  four  days  later,  on  attempting  to  walk,  her  legs 
"gave  wa}'  under  her,"  and  "her  arms  and  legs  became 
useless."  'i'hc  ]i(iwei'  returned  in  lier  arms  alter  one 
month,  but  her  legs  remained  "  useless.^' 

Uii  aduiis'sion  (January  the  2tth,  1903). — The  patient 
is  a  well-develo})ed  girl.      'J'liere  is   extensive  paralysis  of 
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both  lower  extremities  ;  the  left  leg  cannot  be  moved 
except  by  the  action  of  lumbar  muscles  shiftii)g  it  in 
the  bed  ;  the  right  thigh  can  be  rotated  outwards  and 
inwards  slightly  at  the  hip,  and  the  toes  can  be  flexed 
and  extended.  The  muscles  on  both  sides  are  wasted 
and  flaccid,  and  the  left  gluteus  muscle  is  in  the  same 
condition.  There  is  no  loss  of  sensation.  The  knee-jerks 
and  superficial  reflexes  are  absent.  The  muscles,  when 
tested  electrically,  show  the  following  results  : 

The  rectus  femoris,  sartorius,  quadriceps  femoris,  vasti, 
tibialis  anticus,  and  soleus  muscles  on  both  sides  show  no 
reaction  to  the  faradic  or  galvanic  currents. 

The  left  peroneus  longus  muscle  shows  reaction  to 
neither  electric  current. 

The  right  peroneus  longus  muscle  does  not  act  to 
faradism,  but  reacts  to  galvanism,  KCC  being  >  ACC. 

In  the  arms  the  faradic  current  produces  a  contraction, 
except  in  the  thenar  eminences,  and  in  the  fii'st  inter- 
osseous space  of  the  left  hand.  In  the  thenar  eminences 
with  galvanism  ACC  is  >  KCC. 

The  abdominal  muscJps  are  very  weak.  The  recti 
cannot  be  felt  to  contract  when  the  patient  raises  her 
head.  Her  cough  also  is  feeble,  and  the  only  contrac- 
tion visible  occurs  in  the  upper  fibres  of  the  right  external 
oblique  muscle,  which  then  pulls  the  umbilicus  upwards 
and  to  the  right.  The  fai'adic  current  produces  a  good 
contraction  of  the  right  rectus  muscle,  especially  at  the 
upper  part.  With  galvanism  KCC  is  >  ACC  in  all 
cases.  {Eshihited  May  the  loth,  1903.) 


Discussion. 

Mr.  A.  H.  Tubby  asked  if  Dr.  Taylor  had  had  an  opportunity 
of  seeing  the  patient  in  an  upright  position,  as  it  would  he 
interesting  to  know  what  the  curvature  of  the  back  was  like. 
He  said  the  great  interest  of  such  cases  was  where  there  was 
paralysis  of  the  abdominal  muscles  alone.  In  the  present  case 
there  was  paralysis  partly  of  the  liack  and  partly  of  the  al)domen. 
The  more  he  saw  of  these  cases  the  more  he  found  the  trunk 
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muscles  were  involved,  and  lie  thought  they  were  as  much 
primarily  involved  as  the  linil)S.  It  was  difficult  to  find  out  the 
exact  influence  of  the  abdominal  muscles  in  processes  of  equi- 
librium. He  had  been  looking"  out  for  a  case  of  paralysis  of  the 
abdominal  muscles  alone,  but  so  far  he  had  not  found  it. 

Dr.  Theodore  Fisher  (Bristol)  said  that  Dr.  Sutherland  had 
shown  one  or  two  similar  cases  before  the  Society,  where  about 
two  years  after  the  attack  one  set  of  abdominal  muscles  seemed  to 
be  completely  paralysed,  so  that  when  the  child  coughed  or  cried 
there  was  a  great  bulging,  a  regular  balloon- out  of  one  side.  In 
that  particular  case  the  child  died  of  broncho-pneumonia.  He 
had  the  spinal  cord  in  his  possession,  and  there  seemed  to  be  a 
lesion  of  the  iipper  part  of  the  lumbar  region.  He  was  sorry 
that  the  sections  had  not  yet  been  cut. 

The  Chairman  (Dr.  Frederick  Taylor),  in  reply,  thought 
that  the  lesion  wituld  have  to  be  an  extensive  one  to  be  readily 
observed.  With  regard  to  the  Imlging  to  which  Dr.  Fisher  had 
referred,  there  was  no  obvious  l)ulging  in  the  present  case.  He 
assumed  that  in  order  to  get  bulging  one  must  have  a  con- 
siderable portion  of  the  muscles  intact,  and  a  limited  portion 
affected.  He  had  recorded  a  case  of  paralysis  after  herpes 
zoster.  The  muscles  in  the  right  and  upper  part  of  the  abdomen 
corresponding  to  one  or  two  intercostal  nerves  were  paralysed, 
and  when  the  other  muscles  were  contracted,  this  portion  was 
driven  outwards  so  as  to  f(.>rm  a  prominence.  Where,  as  in  the 
present  case,  probably  three-quarters  of  the  abdominal  muscles 
were  concerned,  they  woidd  not  be  luilged  by  the  remaining 
quarter  which  were  in  action.  He  had  omitted  to  say  there  was 
exceeding  weakness  of  the  hunbar  muscles.  He  was  not  sur- 
prised at  Mr.  TuIjIw's  remarks.  He  was  going  to  suggest  the 
same  thing.  Prol)al;)ly  they  did  not  examine  the  abdominal 
muscles  as  much  as  the  others. 


56.  A  NOTE   UPON   A   CASE   OF   INFANTILISM. 

By   E.  C.  WILLIAMS,  M.D. 

TiiK  pli(it(igra])li  t'xhil)ited  is  tliat  of  a  cliild  aged  10  years. 
Her  parents  state  that  since  four  years  of  age  she   has   not 
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grown  to  any  appreciable  deg'i'ee.  The  father  and  mother  are 
both  well-grown  and  intelligent  people.  I  have  seen  two 
sisters,  who  are  of  normal  size.  The  child  was  first  bronglit 
under  my  care  at  the  Bristol  Children's  Hospital,  because  of 
her  small  size  and  lack  ( )f  develo]mient.  Her  weight  is  26  lbs. 
(average  weight,  4  st.  6  lbs.)  ;  height,  o6  inches   (average 


Fig.  26. — Patieut,  aged  10  years  (on  left),  coi.ipared  with  child 
aged  8  years. 

4  ft.  o  in.)  ;  circumference  of  head,  18|-  inches  (average, 
21-^  inches)  ;  length,  12  inches  ;  breadth,  lOi.  The  fonta- 
nelles  are  closed.  The  jirimary  teeth  are  decaying.  The 
child  is  naturally  silent  and  slow,  awkward  to  manage  at 
times,  and  is  rather  dirty  in  her  habits.  She  can  read  her 
letters    and   count.      She    answers    simple   questions   fairly 
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intelligently.  There  is  nothing  to  account  for  this  condi- 
tion :  no  heart  lesion  ;  no  rickets  ;  no  congenital  syphilis  ; 
no  symptoms  of  pancreatic  insufficiency.  She  digests  cod- 
liver  oil  well.  For  a  few  weeks  I  gave  her  some  thyroid 
extract;  her  mother  thought  she  was  l)righter when  taking 
it,  hut  it  had  to  be  discontinued,  as  she  lost  4-^  lbs.  in 
weight.  ]\Ir.  Hastings  Gilford,^  in  his  paper  on  "  Atelei- 
osis,"  a  disease  characterised  1)V  conspicuous  delay  of 
growth  and  develo]unent,  divides  his  cases  into  three 
groups : 

(1)  Appearing  before  liirth. 

(2)  During  infancy. 

(3)  In  the  later  stages  of  development. 

The  facial  expression  and  general  appearance  of  these 
cases  must  vary  with  the  age  of  onset  of  the  disease.  The 
word  infantilism  has  been  used  by  many  writers  in  cases 
where  it  is  only  a  symptom,  as  in  cases  of  congenital 
syphilis.  Mr.  Gilford,  however,  refers  to  a  condition  which 
he  calls  "^'normal  infantilism,"  and  says,  "We  recognise 
that  growth  may  vary  gi'eatly,  and  that  it  may  sometimes 
be  excessive  without  being  morbid;  just  in  the  same  way  as 
there  are  norma!  giants,  so  there  may  be  normal  dwarfs ; 
and  in  some  of  these  dwarfs  there  is  not  only  delay  or  arrest 
of  growth,  but  also  of  development.  The  chief  point  of 
difference  between  normal  infantilism  and  ateleiosis  is  that 
development  is  arrested  in  a  much  lesser  degree  in  infan- 
tilism than  ateleiosis,  and  that  these  cases  eventually  may 
ai-i-ivc  at  maturity.  At  this  stage  I  do  not  think  it  is 
possil)le  to  say  whether  this  child  should  be  ])laced  as  an 
atcU'idtir  in  group  o,  or  classed  as  a  case  of  normal 
infantilism.  If  classed  as  an  ateleiotic,  she  should  certainly 
be  ])laced  in  gr(iu]i  3,  as  the  disease  came  on  after  the 
hrst  dentition.  Some  cases  of  ateleiosis  live  to  a  good  old 
age.  '  A\'ith  regard  to  the  pathology  of  the  condition,  I  do 
not  intend  to  ott'er  anv  suo-g-estions.  Whether  the  disease 
is  a  pi'imary  dist-ase  of  the  skeleton,  or  whether  it  is  de- 
pendent on  sonu'  abnormality  of  tlie  sexual  organs,  pituitary 

*  'Trans.  Eoval  ^Srcilical  and  Cliirnririeal  Society,'  vol.  Ixxxv. 
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body,  pancreas,  or  thyroid  gland,  is  fully  treated  in  Mr. 
Gilford's  paper  which  I  have  already  quoted. 

{Read  May  the  IMli,  1908.) 

Discussion. 

Dr.  George  Carpenter  suggested  that  Dr.  Williams  should 
make  an  examination  of  the  uterus  and  Fallopian  tubes  and 
ovaries.  There  was  no  doubt  that  a  certain  number  of  males  with 
congenital  syphilis  with  atropied  testicles  never  grew  up ;  they 
were  infantile  for  the  whole  of  their  lives.  It  would  l)e 
interesting  if  a  medical  examination  were  made  of  the  pelvic 
organs  in  the  present  case,  and  some  report  made  as  to  their 
condition.  It  would  make  the  case  more  complete  if  that  were 
done. 

Dr.  E.  C.  Williams,  in  reply,  said  that  a  very  care- 
ful examination  had  l)een  made  without  avail  to  detect  any 
disease  of  which  infantilism  might  lie  a  symptom.  This  was 
prol)aldy  a  true  case  of  normal  infantilism.  There  nuist  l)e  a 
distinction  between  cases  where  infantilism  exists  as  a  symptom, 
e.  g.  congenital  syphilis  and  heart  disease,  and  cases  of  nin-mal 
infantilism. 


57.  NOTES   OF   A  CASE   OF   SPLENIC   LEUKEMIA 
IN   A   CHILD. 

By  JOHN   McCAW,  M.D. 

Isabella  H — ,  aged  1  year  and  iS  months,  was  admitted 
into  the  Belfast  Hospital  for  Sick  Children  under  my  care 
on  February  the  20th,  1903. 

Farnili/  history. — She  is  the  youngest  of  four  children. 
The  first  child  of  the  family  was  l)orn  at  full  term ;  it  was 
ajjparently  healthy  and  well  developed,  but  died  Avhen 
three  days  old ;  no  cause  could  be  given  for  its  eai'ly 
demise. 

The  second  child — a  girl — was  born  at  full  term,  and  was 
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well  developed ;  slie  is  now  a  strong,  healthy  child  of  five 
and  a  half  years. 

The  third  child  was  born  at  full  term,  and  was  strong- 
and  well  developed.  At  the  age  of  ten  months  he  con- 
tracted whooping-cough,  which  became  complicated  with 
broncho-pneumonia  and  ended  fatally. 

The  mother  and  father  are  living;  both  are  strong  and 
enjoy  average  good  health  ;  no  history  of  syphilis  could  be 
obtained. 

Hisfori/  of  present  illness. — The  jiatient  was  born  at 
full  Term  and  was  healthy.  She  was  breast-fed  for  one 
year  and  developed  into  a  large  and  strong  child.  The 
present  is  her  tirst  illness.  The  mother  states  that  the 
child  was  able  to  toddle  about  until  three  weeks  ago,  at 
which  time  she  was  observed  to  become  weak  in  her  limbs 
and  to  stagger  much  when  walking.  About  this  time  she 
became  drowsy  and  a])athetic.  A  Aveek  later  the  abdomen 
was  seen  to  be  enlarged  and  the  glands  of  the  neck  to  be 
swollen,  but  she  did  not  complain  of  pain.  Dr.  Hogg,  the 
family  physician,  was  consulted,  and  acting  on  his  advice 
the  child  was  brought  to  the  hospital. 

State  oil.  admission. — The  patient  is  a  well-developed 
and  Indky  child  for  her  age;  she  weighs  1st.  ISh  lbs. 
No  sign  of  either  rickets  or  scurvy  is  present,  and  her 
appearance  is  that  of  a  full-blooded  rather  than  an 
amemic  child. 

On  e.rariiinatioii  the  chest  organs  are  healthy.  The 
glands  in  the  neck,  in  the  axilla?,  and  in  the  groins  are 
considerably  enlarged  ;  they  feel  hard,  are  freely  movable 
one  upon  the  other,  and  show  no  sign  of  softening;  they 
are  not  tender  on  manipulation. 

The  abdomen  is  enlarged  generally,  which  is  due  to  the 
enormous  size  of  the  spleen,  and  also,  but  to  a  less  extent, 
to  the  large  size  of  the  liver. 

Tlie  spleen  is  easily  visible  as  a  large  mass  which  moves 
up  and  down  with  each  respiration.  On  pal])ation  it  is 
found  to  extend  forwards  to  the  umbilicus,  wliile  its  free 
margin  can  be  easily  ti'aced  dow  ii\v;ii-ds  as  far  :is  the  ])elvic 
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brim.  It  is  very  liard  and  dense  to  the  feel,  and  is 
evidently  very  tender.  Its  surface  is  smooth  and  uniform, 
and  the  notch  is  very  distinct. 

The  liver  extends  downwards  for  one  inch  below  the 
level  of  the  umbilicus,  and  almost  meets  the  spleen  in  the 
middle  line.  It  is  not  so  hard,  nor  is  it  so  tender  on 
palpation  as  the  spleen. 

TJie  kidneys  are  apparently  nornral  in  size.  The  urine 
presents  a  very  peculiar  appearance.  It  is  cloudy  when 
passed,  but  when  allowed  to  stand  until  it  becomes  cold  it 
is  quite  thick,  and  looks  exactly  like  buttermilk.  The  first 
specimen  I  saw  struck  me  as  being  chylous  urine.  The 
condition  Avas  found  to  be  due  to  an  enormous  deposit  of 
salts,  among-  which  numerons  crystals  of  oxalic  acid  were 
found;  there  was  also  a  trace  of  albumen.  The  reaction 
was  intensely  acid,  the  specific  gravity  was  102-3,  and  the 
amount  passed  in  twenty-four  hours,  12  ounces.  The 
temperature  on  admission  was  98°  F.,  and  during  her  stay 
in  hospital  of  one  week  no  febrile  movement  was  noticed, 
except  on  February  the  22nd,  when  the  temperature  rose  to 
100-8°  F. ;  it  fell  to  97°  F.  the  following  morning.  Her 
blood  was  examined  1)V  Dr.  Tom  Houston,  and  the  following- 
is  his  report. 

Red  cells  .  .  .          2,200,000  per  c.mm. 

White  cells      .  .  .  810,000    „ 

Haemoglobin    ...  39    „    cent. 

Differential    Count. 

Polymorphonuclear  cells  .     O'S  per  cent. 

Lymphocytes        .  .  .  99-2    „       „ 

The  lymphocytes  were  true  lymphocytes,  and  many  of 
them  showed  signs  of  degeneration — irregular  networks 
of  chromatin  of  various  forms.  A  few  nucleated  red  cells 
were  found  in  the  films. 

Two  days  after  admission  a  few  jmrpuric  spots  were 
observed  on  the  legs  and  arms,  and  a  day  later  a  few 
bruise-like  marks  made  their   appearance,  one  over  the  left 
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eye,  one  on  the  upper  left  arm,  and  one  on  the  rig-ht  thigh. 
These  did  not  increase  in  size,  nor  did  any  fresh  ones  appear. 
She  never  had  any  hleeding-  from  either  mucous  or  serous 
surfaces  while  in  the  hospitah  During-  her  stay  she  liecame 
very  fretful,  and  cried  incessantly,  hut  no  cause  for  this  was 
apparent.     She  was  taken  home  at  the  end  of  a  week. 

I  was  asked  to  see  her  with  the  family  physician  on 
March  the  5th,  when  the  following-  note  was  made  : — She 
is  now  markedly  anemic  and  has  lost  in  flesh  considerably  ; 
her  tissues  are  soft  and  flabby.  Her  temperature  has 
remained  about  normal,  and  was  99°  F.  at  the  time  of  my 
visit.  She  is  less  fretful,  but  is  tender  over  the  body 
o-enerallv,  and  she  cries  when  lifted  or  handled.  No 
hfemorrhag-es  have  occurred  with  the  exception  that  the 
motion  passed  on  the  previous  day  Avas  streaked  with 
l)rig-ht  Wood.  Several  fresh  bruise-like  marks,  about  the 
size  of  a  bean,  are  visible  over  the  body,  and  on  the  right 
side  of  the  chest  and  abdnuien  are  numerous  pur]niric 
spots,  and  a  few  also  are  to  be  seen  on  the  legs.  The 
spleen  is,  if  possible,  larger,  and  now  fills  the  entire  left 
side  of  the  abdomen,  extending  well  beyond  the  umlulicus 
and  down  into  the  pelvis.  It  is  very  hard  and  resistent, 
and  is  evidently  very  tender,  as  any  pressure  upon  it  causes 
the  child  to  cry  out.  The  liver  is  about  the  same  size  as 
when  last  examined.  The  child  died  seven  days  later. 
From  the  time  of  my  visit  till  her  death  she  became  ra]ndly 
weaker,  and  sank  into  a  comatose  state. 

Dr:  Hogg  informs  me  that  the  breathing  became  very 
quick  though  no  lung  trouble  was  ]n-esent,  and  that  a 
cousideralile  amount  of  cyanosis  was  developed.  No 
luemorrhages  took  ]ilace,  nor  was  there  any  increase  in  the 
])ur])uric  s])ots  and  bruise-like  marks. 

Tlu'  spleen  diminisheil  in  size  very  considerably  before 
(k'jitli,  and  was  not  nearly  so  hard  to  the  feel.  The 
Ivniphatic  glands  disajipeared  to  a  large  extent,  and  they 
too  were  not  so  hard.  It  is  to  be  regretted  thnt  no  ])ost- 
mortem  examination  could  be  obtained. 

Treatment. — This  consisted  in  giving  arsenic  in   tlie  form 
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of  Fowler's  solution.  The  dose  was  four  minims  three 
times  daily,  and  this  was  rapidly  increased  until  she  Avas 
taking  ten  minims  three  times  daily  at  the  time  of  her 
death.  It  could  not  be  said  that  any  benefit  resulted  from 
its  use. 

Remarks. — The  extreme  fretfulness  of  the  child  durino- 
her  stay  in  hospital  was  very  remarkable.  "Was  it  due  to 
pain  in  the  bones  the  result  of  changes  in  the  bone 
marrow  ?  What  was  the  significance  of  the  diminution  in 
size  of  the  spleen  and  the  lymphatic  glands  ? 

[Head  May  the  loth,  1908.) 


58.  SOME  OF  THE  CASES  SHOWN  AT  THE  EOYAL 
ALEXANDEA  HOSPITAL  FOE  SICK  CHILDEEN, 
BEIGHTON.* 

1.  A  case  of  Tumour  of  the  Cvrehellum. 

May  G — ,  aged  6  years,  admitted  February  the  28th, 
1903^  under  Dr.  Hobhouse. 

Well  up  to  four  months  previous  to  admission,  when 
she  began  to  have  ataxic  gait.  There  has  been  no  vomit- 
ing and  no  pain  in  head.  Grradually  losing  power  in  left 
arm  and  leg,  and  left  side  of  face.  Some  paresis  of  left 
external  rectus,  and  left  pupil  slightly  dilated,  reacts  to 
light  and  accommodation,  rather  sluggish.  Temperature 
usually  above  normal.  Distinct  inco-ordination  of  left 
upper  and  lower  extremity.  Some  contraction  of  fingers 
of  left  hand.  Speech  and  swallowing  intact,  but  tongue 
points  slightly  to  left.  Left  ankle-clonus.  Knee-jerks 
marked.  Double  optic  neuritis.  Extension  of  toe  well 
marked  at  times. 

*  Prioi"  to  the  formal  opening  of   the  pi'oceedings  of   the  Provincial 
Meeting  on  June  the  20th,  1903. 
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2.  A  case  of  Tinnour  of  flw  Prrifonenni . 

Kakl  K — ,  ag-ed  44  years,  admitted  Jaiiuavv  the  27tli, 
1903,  under  Dr'  ChafEey. 

Alxlomen  noticed  to  be  getting  Ing  three  days  l)efore 
admission,  when  a  well-defined  sausage-shaped  tumour  could 
be  felt  extending  across  the  abdominal  cavity  in  the  region 
of  the  transverse  colon  ;  not  tender,  and  rather  firm. 
General  enlargement  of  abdomen,  with  some  peritoneal 
effusion,  which  cleared  up  fourteen  days  after  admission. 
There  is  an  interval  of  tympanitic  resonance  separating 
tumour  from  liver  dulness,  which  seems  to  be  normal  in 
extent.  Lungs,  heart,  and  urine  normal.  Spleen  ?  en- 
larged. Head  rather  square.  The  mother  says  he  had 
rickets  ;  she  has  had  one  miscarriage  and  one  l)orn  dead ; 
lier  father  died  of  phthisis  ;  no  cancer  in  the  family  ;  says 
the  boy  fell  and  hurt  his  abdomen  shortly  before  the 
swelling"  was  noticed.  The  abdomen  remains  much  the 
same  in  size,  but  the  tumour  is  more  defined  and  appa- 
rently larger.  He  walks  al)out  and  does  not  complain  of 
discomfort,  and  nutrition  keeps  good. 

8.  A  case  of  Momjolian  Ti/pe  of  Idiocij. 

John  A—,  aged  3  years,  admitted  April  the  20th,  1903, 
under  Dr.  Chaffey. 

The  mother  says  her  confinement  was  natural  ;  jiatieiit 
was  born  at  the  eighth  month.  The  father  and  mother 
seem  fairly  healthy  and  intelligent  ;  there  is  no  idiocy  in 
the  family  ;  they  have  always  resided  in  Sussex.  The 
child  cannot  talk,  or  walk  alone  ;  smiles  when  spoken  to, 
and  usually  sits  with  the  mouth  open.  The  countenance 
is  rather  tyi)ical  of  the  Mcmgdlian  type  of  idiocy,  and 
there  are  well-marked  curvings  of  the  third  and  little 
fingers  of  hands.  The  thyroid  gland  can  be  felt,  not 
enlarsred.  lie  has  taken  tabloids  of  thvroid  extract  for 
nearly  twelve  montlis  without  l)enefit,  except  some  diminu- 
tion in  the  amount  of  subcutaneous  fat. 


CASES  AT  ALEXANDRA  HOSPITAL,  BRIGHTON.    257 


4.  A  rase  of  HR'rnoglolnnuria. 

Chas.  M — ,  ao-ed  2  years,  admitted  Fel)ruai'y  the  19tli, 
1903,  under  Dr.^  Chattey. 

Has  attacks  about  once  a  mouth,  with  pyrexia.  Urine 
contains  casts  of  ha3moo-lobin  and  urates  after  the  onset  of 
each  attack.      Xo  cause  assio-ned. 


5.  A  case  of  Enlargt'd  Liver  and  Sph'en.  irifh  Anaemia. 

Arthur  C — ,  aged  7  years,  admitted  April  the  oOth, 
1903,  under  Dr.  Chaffey. ' 

Patient  had  measles  two  years  ago.  Cough  for  three 
months.  Lungs  normal.  Temperature  irregular,  mostiy 
subnoi-mal.  Pulse  and  respirations  normal.  There  is 
considerable  ameniia,  and  some  pain  on  the  right  side  of 
the  abdomen.  The  liver  can  be  felt  below  the  costal 
margin,  smooth,  regular,  and  not  tender.  The  s])leen  is 
evidently  much  enlai'ged,  and  rather  hard. 

Blood-count. — Erythrocytes,  4,110,000  per  cnnn. ;  leuco- 
cytes, 20,000  per  cmm.  ;  poikilocytes,  a  few  ;  ha3moglo])in,. 
42  per  cent. 

His  ant^mia  is  less,  and  his  general  condition  has 
improved  on  tincture  containing  iron. 

6.  A  case  of  Anorexia  Nervosa. 

Edward  S- — ■,  aged  10  years,  admitted  April  the  9th, 
1903,  under  Dr.  Chaffey. 

His  health  is  said  to  have  been  good  till  one  of  his 
sisters  died,  after  which  the  patient  seemed  to  be  depressed 
in  spirits,  and  l)egan  to  refuse  his  food,  saying  he  could  not 
swallow.  This  occurred  four  months  ago,  during  which 
period  of  time  he  has  become  greatly  wasted.  He  lies  and 
sits  about  usually,  but  can  walk  a  little.  Blinks  his  eye- 
lids when  spoken  to,    and   answers    questions    reluctantly, 
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He  drinks  between  two  and  tlivee  ])ints  of  milk  j)er  diem, 
but  refuses  nearly  all  solid  food.  There  is  no  dysjdiag'ia 
now,  and  apparently  no  ])ain  anywhere  ;  the  knee-jerks 
not  obtained  ;   no  paralysis  ;  no  signs  of  organic  disease  of 


Fig.  27.— Edward  S— ,  aged  10  years.     Weitrht  2  st.  5  lbs.     (Photo-j-rapli 
by  Mr.  Basil  Cook,  house-siiri^eon.) 


any  tn-gan.  He  has  gained  weight  slightly  since  admission, 
but  now  scales  2  st.  5  lbs.  only.  He  hns  im^irovcd  some- 
what on  Tincture  of  Valerian,  ten  minims  thrice  daily. 
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7.   ^-1  ra-sc  of  Cerehral  Ah.sre.s.s  iritli  Recovery. 

W.  T— ,  ag-ed  10  years,  admitted  May  the  lOtli,  1902, 
under  Dr.  E.  Hobhouse,  for  tuberculous  meningitis.  Otitis 
of  the  right  ear  for  some  months.  Ill  for  one  month 
before  admission.  Mr.  Taylor  opened  a  large  abscess  in 
the  right  tem])oro-sphenoidal  lobe,  a  large  hernia  cerebri 
followed ;  but  recovery  •  is  now  complete  after  a  long 
convalescence. 


8.  A  case  of  AcfnioiH  i/co.'^i.s,  j)rohahlij  of  the  Pleura. 

Gr.  (t — ,  male,  aged  12  years,  under  Mr.  E.  Hobhouse 
and  Mr.  H.  H.  Taylor.  Admitted  for  empyema  ;  abscess 
formed  over  the  tenth  and  eleventh  ribs  on  the  left  ^<ide  pos- 
teriorly. When  evacuated  was  found  to  contain  typical 
granules,  which  microscopically  showed  the  clubs  and 
mycelium.  The  disease  spread  u])  the  lung  despite  the 
administration  of  iodide  of  ]iotassium  up  to  35  grains 
thrice  daily,  but  has  apparently  become  arrested  since 
Rontgen  rays  were  applied  t<>  the  thorax. 


9  and  10.      Tiro  rases  of  Pam.rijsnia!  HceiiKjyhjhtiiun'a,  one 
(h'sfincih/  associated  irltlc  Congenital  Syphilis. 

A.  B — ,  aged  6  years,  male,  and  P.  B — ,  aged  5  years, 
female.      Under  Dr.  E.  Hobhouse. 

A.  B —  had  well-marked  nodulation  of  both  tibite  with 
considerable  pain,  which  yielded  to  iodide  of  potassium. 
The  history  was  simply  one  ()f  repeated  shivering  attacks, 
but  the  mother  said,  on  int[uiry,  that  these  were  followed 
by  passing  dark  water. 

Cases  of  interest  were  also  shown  by  Messrs.  (xeorge 
Morgan,  Bernard   Roth,   and   Leonard  Parry. 
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59.  SOME    REMAEKS   ON    THE    CLIMATE    OF   THE 
BEIGHTON    DISTRICT. 

By   WAYLANI)    C.    CHAFFEY,    M.D. 

My  first  duty  is  to  thank  tlu*  Council  of  the  Society  for 
asking"  nie  to  preside,  an  honour  I  fully  a])preciate  ;  and 
secondly,  to  cong'ratulate  the  town  and  the  medical  ])rofes- 
siou  of  the  district  ou  the  occasion  of  the  third  provincial 
meeting  of  this  im])ortant  Society  Leing  held  in  Brigliton. 

The  combined  towns  of  Brighton,  Hove,  and  Preston  may 
be  said  to  l)e  built  chiefly  on  two  spurs  of  the  South  Downs, 
having  between  them  a  valley,  with  T^reston  Park  at  the 
northern  and  the  Old  Steyne  at  the  southern  end.  To  the 
east  of  the  latter  the  Downs  rise  somewhat  abruptly,  whilst 
to  the  west  the  ascent  is  more  gradual.  A  good  road  passes 
along  the  front,  a  distance  of  several  miles.  To  the  west  it 
is  nearly  on  a  level  with  the  beach,  and  is  ])rotected  for  a 
considerable  distance  by  high  houses  from  the  full  force  of 
the  north  winds.  To  the  east  there  are  really  two  roads  : 
one  on  the  top  of  the  cliffs  which  is  of  considerable 
height;  the  other  along  the  foot  of  the  c-liff,  calk'd  flu- 
Madeira  Road.  In  tliis  latter  situation  there  is  also  a  well- 
constructed  shelter. 

At  Hove,  which  is  ])ractic;illy  a  continuation  of  Brighton 
to  the  west,  the  ground  slopt's  very  gradually  u])wards  to 
the  Dyke  Road,  which,  at  the  back  of  the  town,  is  1>00  feet 
above  the  level  of  the  sea.  'V]\c  Downs  to  the  noi'th  and 
east  ai'c  much  higher,  and  extend  across  the  coiintr\"  foi- 
miles  in  those  dii'ections.  Ditchling  lU'acon  is  the  highest 
])oint,  viz.  858  feet. 

Witli  so  many  diffei'enf  aspects  it  will  I'eadily  be  imagined 
that  the  climate  \-ai'ies  coiisidei'alily  according  to  the 
])articular  locality  ;  and,  speaking  geiu'i'ally,  it  may  be 
termed  dry  and  In-atMiig  to  the  east,  warmer  and  moi-e 
(■([uable  to  the  west,  whilst  that  of   the    \:illey  between  may 
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be  said  to  constitute  a  meaiij  and  to  have  more  the  charac- 
ter of  an  inland  district. 

The  soil  of  the  Downs  on  which  Brighton  and  Hove  are 
huilt  is  jirincipally  chalk,  and,  being  of  a  porons  natni-e, 
allows  rapid  absorption  to  take  place  after  rain.  This  is  a 
feature  of  great  importance,  whereby  the  air  for  miles 
round  is  rendered  drier  than  is  the  case  in  most  parts  of 
the  country.  It  is  this  fact,  together"  with  the  absence  of 
exuberant  vegetation  or  marsh  lands  in  the  vicinity,  that 
accounts  for  much,  of  the  salubriousness  of  the  district.  The 
Downs  also  serve  as  a  natural  bai-riei-  to  the  full  force  of  the 
north  and  north-east  winds  which  are  prevalent  during  the 
spring  of  the  yeai-. 

The  influence  of  the  sea  (jn  the  climate  (^f  the  coast  is  to 
render  it  equable.  There  is  usually  a  cool  breeze  to  be  felt 
blowing  from  the  south-west  dui-ing  hot  summer  days,  and 
which  is  not  experienced  by  those  living  many  miles  inland. 
During  winter  the  proximity  of  the  sea  tends  to  render  the 
climate  of  the  coast  Avarmer  than  that  of  inland  districts. 

The  late  Dr.  Kebbell,  in  his  excellent  treatise  on  'The 
Climate  of  Brighton,^  1859,  defines  the  winter  climate  of 
Brighton  as  "  mild,  equable,  dry  and  bracing,"  though  in  this 
latter  (piality  it  varies  considerably  in  "  dilferent  situations." 

The  mean  annual  rainfall  and  mean  temperature  of  the 
air  are  much  the  same  as  in  London,  but  there  is  a  tendency 
for  the  gr(3und  to  dry  quickly  aftei*  heavy  showers. 

The  water  is  obtained  from  deep  wells  sunk  in  the 
chalk  near  the  toAvn.  It  is  remarkal)ly  free  from  organic 
impurities,  and  is  practically  unlimited  in  amount. 

The  draiiiage  is  effected  by  means  of  a  sewer  which  runs 
out  to  sea  many  miles  from  the  tcjwn.  By  the  adoption  of 
modern  sanitary  methods,  and  of  all  means  calculated  to 
maintain  the  mens  sana  in  corpore  .sano,  the  town  authorities 
have  greatly  improved  the  place  during  recent  years,  so 
that,  everything  considered,  it  may  now  be  said  to  compare 
favourably  with  any  other  seaside  resort  in  the  world. 

With  regard  to  the  nature  of  the  complaints  mostly  bene- 
fited by   a   stay   in    the   town   or  its  vicinity,   I  consider : 
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(1),  pulmonary  consumption,  if  not  too  rapid  in  its  progress  ; 
(2),  rickets;  (3),  some  forms  of  amemia;  (4),  atonic  clyspe})- 
sia;  and  (5),  general  debility,  are  foremost;  though  no  d()u])t 
many  others  are  benefited  more  or  less.  I  have  shown  to- 
day two  cases  of  an-ested  phthisis,  and  could  mention  many 
others  that  have  occurred  during  the  last  sixteen  years.  I 
have  no  doubt  many  other  practitioners  have  had  similar 
results,  and  I  am  glad  to  know  that  Dr.  Newsholme,  the 
Medical  Officer  of  Health  for  Brighton,  has,  during  the 
past  year,  treated  many  ptK)r  patients  suifering  from  that 
disease  at  the  Sanatorium  on  the  Downs,  and  that  he  has 
met  with  encouraging  success  in  this  new  venture  [i-'kU 
'British  Medical  Journal,'  May  the  28rd,  1903). 

Before  bringing  these  few  remarks  to  a  close,  I  must 
remind  you  that  Brighton,  or  Brighthelmston  as  it  was 
formerly  called,  owes  its  popularity  to  Dr.  Bussel,  Avho 
began  practice  here  just  150  years  ago.  He  attracted  large 
numbers  of  patients  to  the  town  througli  his  advocacy  of 
sea  water  for  various  comphnnts,  chiefly  of  a  tuberculous 
nature.  The  book  which  he  wrote  and  published  in  1760 
shows  that  he  possessed  a  good  knowledge  of  morbid  anatomy, 
and  is  a  very  interesting  work  ;  but  1  cannot  reconnnend  his 
sea-irafer  cure,  especially  the  method  of  internal  administra- 
tion, considerable  quantities  having  l^een  drunk  daily  by  his 
devotees.  Probably  we  should  do  well,  at  the  present  day, 
to  rely  on  the  Mistura  All)a,  or  Mistura  vSennte  Composita 
(British  Pharmacopoeia),  as  subserving  all  useful  purposes  in 
the  class  of  cases  so  gra])hically  portrayed  by  the  famous 
physician,  whose  name  is  justly  identitit'd  with  that  of 
Brighton  in  the  ])ast. 

{Litrodurtonj  address-  delirercd  at  the  Provincial  Meeting, 
Brighton,  Jane  the  20th,  1903.) 
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60.  IS  THE  URBAN  HOSPITAL  TREATMENT  OF 
EXTERNAL  OR  SURGICAL  TUBERCULOSIS 
JUSTIFIABLE  ? 

By  a.  H.  tubby,  M.S. 

We  are  all  ag'reed  that  the  object  of  the  treatment  of 
disease  is  to  cure,  as  quickly  and  as  painlessly  as  possible; 
and  if  this  be  effected,  it  should  l)e  of  such  a  nature  as  to 
enable  the  ])atient  to  earn  his  or  her  living  subsequently. 
Further,  the  cure  should  in  the  case  of  an  infective  disease 
— and  tubercle  may  l)e  fairly  considered  such — render  the 
child  a  healthy  member  of  the  community,  and  ipso  facto 
no  longer  a  source  of  danger  and  infection  to  others. 

The  Cjuestion  at  issue  is,  whether  the  treatment  of  tuber- 
culous disease  of  the  bones,  joints,  glands,  and  mucous 
membranes,  which  we  for  convenience  designate  by  the 
term  surgical  or  external  tubercle,  ought  or  ought  not  to  be 
undertaken  in  the  hospitals  of  cities  and  towns  ;  and  if  so, 
does  treatment  carried  out  in  these  places  fulfil  the  criteria 
which  have  l)een  mentioned  ^ 

In  order  to  examine  this  question  I  have  been  at  the 
pains  to  collect  statistics  for  the  year  1901  from  four 
children's  hospitals  in  London,  and  from  one  in  the  country. 
In  response  to  my  appeal  to  the  London  hospitals,  four 
alone  replied,  namely,  the  Belgrave  Hospital,  the  Evelina, 
the  Paddington  Green,  and  the  A^ictoria  Hospital. 

I  was  enabled  to  secure  returns  without  difficulty  from 
one  country  hospital,  the  Sevenoaks  Hospital  for  Hip 
Diseases,  so  that  it  has  been  possible  to  obtain  a  comparison 
between  the  results  of  treatment  in  town  and  country  ;  but  it 
must  be  clearly  stated  that  the  conditions  which  obtain  in 
the  two  groups  of  hospitals  are  not  identical.  A  children's 
hospital  in  London  is  maintained  for  the  treatment  of  all 
kinds  of  disease,  and  the  natural  Avish  of  the  administration 
is  to  obtain  as  many  satisfactory  results  as  may  be  in  a  given 
period.      Therefore  acute  cases   of  every  kind  of  disease. 
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capable  of  rapid  treatment,  are  often  preferred  to  more 
clironic  ones,  such  as  the  tuberculous ;  and  even  if  the 
latter  are  admitted,  it  is  more  often  with  a  view  to  imnie- 
diate  operation  than  not,  and  when  operated  upon  such 
cases  are  frequently  sent  out  before  they  are  fully  healed, 
so  as  to  make  room  for  more  acute,  and  to  many  people 
more  interesting  cases.  In  fact,  the  stress  and  strain  upon 
cliildren's  and  general  hos])itals  in  London  is  such,  that  it 
is  n(jt  ])ossible  to  give  that  adequate  and  prolonged 
attention  to  tuberculous  disease  of  the  bones  and  joints 
which  is  an  essential  factor  in  the  success  of  the  cases. 
Presuming  that  they  could  be  retained  for  a  considerable 
time,  there  is  no  doubt  that  the  air  of  a  London  hospital  is 
]i()t  the  best  for  them.  Often  I  have  noted  a  tempoi'ary 
improvement  in  a  child's  condition  after  admission,  due  to 
rest,  good  food  and  cleanliness,  and  for  a  week  or  two 
there  has  been  seen  some  betterment  consequently  on  the 
removal  of  a  breaking-down  focus  of  disease  ;  but  if  such 
cases  are  retained  for  any  length  of  time  the  signs  of  im- 
provement disappear,  and  they  steadily  retrograde.  Then, 
as  a  despei-ate  resource,  they  are  sent  off  for  a  shoi-t  time 
to  the  country  or  sea-side,  where  they  may  or  may  not  heal, 
and  where  they  are  a  focus  of  infection  to  other  patients 
■just  recovering  from  acute  illnesses.  Eventually  they  drift 
back  to  London,  and  begin  the  weary  hospital  round  over 
again. 

Now,  in  the  hospital  entii-ely  devoted  to  the  treatment  of 
surgical  tuberculosis  there  are  no  conflicting  interests 
ai-ising,  no  other  and  more  acute  cases  to  be  considered,  and 
tlierefore  every  one  works  with  one  object  in  view,  namely, 
the  cure  of  cases — however  chronic  they  may  seem.  '^I'hey 
are  taken  in  with  this  object  alone,  and  are  retained  until 
they  are  well,  or  it  is  evident  that  they  are  entirely  beyond 
i-e]i(;f  by  any  of  the  ])resent  means  in  our  power.  Herein 
lies  the  essential  difference  between  hospitals  where  mixed 
cases  are  taken  in  and  those  devoted  to  one  object  alone. 
The  general  want  of  the  hitter  is  a  radical  defect  in  our 
ai-rano-enients. 
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111  compiling"  the  statistics,  inquiries  were  directed  to  the 
following  points,  and  the  result  has  been  carefully  tabulated. 
The  age  and  sex  of  the  child  have  been  noted,  and  in  this 
papei'  children  exclusively  ai-e  dealt  with,  namely,  boys 
under  the  age  of  ten  years,  and  girls  under  the  age  of 
twelve  years.  Then  the  duration  of  treatment  previous  to 
the  last  admission  into  the  hospital  from  which  the  returns 
are  made  has  been  ascertained;  als(j  the  number  of  admis- 
sions to  other  hospitals,  because  we  find  that  many  children 
go  from  hospital  to  hospital,  while  some  few  return  again 
to  the  same  hospital.  The  duration  of  the  stay  in  the 
hospital  on  the  last  occasion  is  also  given,  together  with 
the  total  number  of  operations  performed  from  first  to  last, 
and  the  results  under  three  headings. 

1.  Relief;  meaning  by  this  that  the  ])atient^s  condition 
has  been  somewhat  ameliorated  by  a  stay  in  a  hos])ital,  but 
that  the  disease  has  not  been  entirely  cured,  as  is  evidenced 
by  the  discharging  sinuses,  infection  of  the  skin,  or  the 
incidence  of  other  tuberculous  lesions. 

2.  Cure ;  that  the  disease  has  subsided  and  healed,  and 
that  there  are  no  signs  of  active  tubercle  anywhere;  and, 
further,  that  there  is  a  reasonable  ]:)robability  of  the 
child  being  able  to  gain  a  livelihood,  or  at  any  rate  that  he 
has  ceased  to  be  a  source  of  further  infection  to  himself 
or  a  focus  for  other  ])eople. 

8.  The  niiniber  of  deaths  have  been  noted  in  the  hospital. 
I'he  numbers  of  these  given  must  be  necessarily  smaller 
than  actually  occur,  because  many  of  the  so-called  "  re- 
lieved "  cases  are  lost  sight  of,  and  a  fatal  result  folloAvs 
eventually  from  phthisis  or  tuberculous  meningitis.  Too 
often  the  child  lingers  on  and  dies  at  home,  having  spread 
infection  far  and  wide,  or  drifts  int(j  a  hos]ntal,  the  statistics 
of  which  have  not  been  available  to  us. 

To  refer  to  actual  details,  we  find  that  in  the  url)an 
hospitals  mentioned  218  cases  were  admitted^  being  115 
females  and  103  males,  and  they  were  of  the  average  age 
of  five  years  and  eight  months,  a  very  tender  age  to  be  the 
victims  of  chronic  trouble  such  as  this,  and  they  had  under- 
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g-one  treatment  for  sixteen  months  previously.  Forty-five 
were  afflicted  with  tuberculous  glands  in  the  neck,  10  had 
tuberculosis  of  the  skin,  90  of  the  joints,  and  64  of  the 
bones.  The  minimum  stay  in  the  London  hospital  was  five 
days  and  the  maximum  176,  the  average  being  forty-one 
days,  or  nearly  six  weeks.  On  these  218  patients  415 
opei'ations  were  done;  so  that,  taking  the  average,  about 
two  operations  were  performed  on  each  patient,  and  in  one 
case  it  is  recorded  that  he  was  operated  on  as  many  as 
eighteen  times,  another  twelve,  and  another  eleven;  and 
these  operation  statistics  constitute  to  my  mind  a  very  strong 
indictment  of  the  urban  hospital  treatment  of  tubercle. 
It  is  a  moot  point  to  me  whether  operations  on  the  bones 
and  joints  of  children  in  city  hospitals  for  tubercle  are  not 
])roductive  of  as  nnich  harm  as  good,  in  the  way  of  further 
spreading  the  disease  l)y  infecting  fresh  tissues.  However, 
as  the  result  of  all  this  expenditure  of  labour  and  time  only 
68  of  the  218  cases,  or  ol"6  per  cent.,  were  cured  ;  128, 
or  58"6  per  cent.,  were  relieved — and  relief  is  no  cure  in 
tubercle,  for  half-cures  are  worse  than  none  ;  in  18  cases 
the  result  was  doubtful  or  uncluiuged  ;  and  9  ])aticnts  are 
known  to  have  died  in  hosjutal. 

Now  we  turn  to  the  statistics  of  a  country  hospital — the 
Hip  Hospital  at  Sevenoaks  ;  and  here  it  must  be  premised 
that,  under  the  ])resent  chaotic  arrangements  for  the  treat- 
ment of  tubercle,  this  hos]ntal  does  not  have  a  fair  chance 
with  all  the  cases  from  the  commencenu'nt,  and  this  is,  as 
I  shall  insist  upon  later,  an  essential  point.  A  considerable 
numl)er  of  their  patients  are  sent  down  from  London 
hospitals  after  operative  treatment  has  bctni  tried  and 
failed,  hi  one  case  three  operations  had  been  done,  and 
the  remark  in  the  note-book  is  to  the  eifect  that  "the 
result  is  not  one  to  be  ])i'oii(l  of."  I  need  not  weary  you 
with  the  repetition  of  all  the  statistics,  hut  give  merely  the 
salient  jxn'nts.  Forty-two  eases  were  under  treatnu'ut  in 
oiu'  yeai';  the  a\-erage  age  was  a  little  over  six  years. 
Thirty  were  cases  of  joint  disease,  lO  of  the  bones  and 
s])iiie,  and  2   suffered  from    I'ularged  glands.     The  average 
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duration  of  their  stay  in  h(_>spital  was  ten  and  one-third 
months.  The  total  nund)er  of  operations  Avas  o,  and  the 
resnlts  show  14  cures ;  24  were  relieved,  and  many 
of  them  are  progressing  most  satisfactoi-ily  and  promise 
thoroughly  well.  Three  were  discharged  incurable,  and  one 
died  of  tuberculous  disease  of  the  kidney. 

Now,  it  will  be  noted  that  in  the  case  of  this  hospital  the 
duration  of  stay  was  forty-five  weeks,  as  compared  with  six 
weeks ;  the  proportion  of  cures  was  greater  than  the 
London  hospitals  can  show,  while  the  operations  performed 
were  represented  by  the  small  numl)er  of  three — that  is  to 
say,  the  percentage  of  operations  in  the  town  hospitals,  as 
compared  with  that  in  the  country  hospital,  is  as  19  to  0"07, 
or  nearly  thirty  times  as  many.  There  can  be  no  doul)t  as 
to  the  conclusions  to  be  drawn  from  these  results. 

As  to  cure. — The  number  is  ])y  no  means  so  great  in 
town  as  in  the  countr}',  nor  is  the  cure  so  complete,  for  the 
number  of  relapses  is  far  greater,  as  is  shown  by  patients 
c(»ntinually  going  the  round  of  the  hospitals.  The  url)an 
hospital  treatment  cannot  therefore  be  economical,  meaning 
by  this  term  that  the  best  results  are  being  obtained  for  a 
given  expenditure  of  time,  money,  and  energy  ;  and  under 
the  present  disjointed  arrangements,  wherel)y  country 
hospitals  are  compelled  from  sheer  pity  to  take  the  cases 
that  have  failed  in  London  hospitals,  the  resources  of  both 
are  wasted.  It  is  true  that  cases  remain  longer  in  hospital 
in  the  country,  but  the  results  are  infinitely  better. 

Then  we  come  to  the  question  of  the  y>ar»/p.N-.v»r.v.y  of  the 
treatment.  There  can  be  no  doubt  on  this  point  when  we 
contrast  the  number  of  o])erations,  and  I  am  disposed  to  say 
that  the  enormous  number  of  operations  done  in  London,  as 
compared  with  those  in  the  country,  is  a  very  grave  state  of 
affairs,  and  needs  urgent  consideration.  For,  after  all,  it 
nu;st  be  remembered  that  many  of  the  operations  on  bones 
and  joints  for  tubercle  are  veiy  far  from  being  such 
successes  as  they  promise  when  they  are  undertaken.  There 
are  no  operations  which  need  more  careful  consideration  as 
to  the  after  possibilities  than  those  for  tuberculous  disease  of 
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tlie  bones  and  joints.  Everything  looks  so  well  on  the 
operating  table,  and  it  appears  as  if  the  disease  had  been 
removed,  but  the  disappointments  are  many  and  great. 
]More  pai-ticularly  is  this  so  after  excision  of  the  hip  and 
knee.  We  can  all  call  to  mind  a  large  number  of  limbs 
shortened  or  twisted,  and  therefore  useless,  and  with  many 
recuiTences  of  tul)ei'cle  in  the  soft  parts,  followed  by 
sinuses  and  scrapings.  Above  all,  we  meet  from  time  to 
time  cases  of  hip-joint  trouble  in  which  it  is  necessary  to 
am])utate,  and  it  must  surely  seem  that  the  removal  of  a 
fourth  ]iart  of  a  patient's  anatomy  for  a  curable  disease  is. 
under  any  circumstances,  a  grievous  re])r()ach  to  modern 
surgery.  After  considerable  experience,  I  cannot  help 
expressing  the  ojDinion  that  better  results  are  obtained  in 
those  cases  which  are  treated  by  rest  from  the  first,  and 
where  there  is  no  excision  or  ablation  of  bone  and  wide 
cutting  of  the  soft  parts. 

We  will  now  pass  on  to  the  suggested  remedies. 

1.  The  place  of  treatment. — Tuberculous  children  should 
ncjt  be  put  into  hos]iitals  in  cities  or  large  towns,  but  properly 
equipped  establishments  should  be  started  in  the  country  or 
;it  the  sea-side.  The  increasing  means  of  communication 
will  easily  meet  the  difficulty  of  the  attendance  of  com- 
petent surgical  officers. 

2.  These  hospitals  should  be  devoted  to  one  object  only, 
just  in  the  same  way  as  sanatoria  exist  for  the  open-air 
treatment  of  jjhthisis  alone.  If  internal  tubercle  is  treated 
in  special  hospitals,  why  not  external  ? 

'-).  The  rural  hospitals  must  be  conducted  on  definite 
])rinci])les.  There  should  be  no  limit  as  to  age,  the  youngest 
children  being  equally  eligible  with  the  older.  In  fact,  tlu^ 
yoiuiger  the  child,  the  more  hopeful  is  its  case,  and  the 
more  urgent  is  it  to  take  it  in  hand  at  once  and  thoroughly. 
Cases  once  adnn'tted  should  stay  until  they  are  cured,  or 
clearly  ])roved  to  be  inciiralde,  and  for  the  latter  separate 
(,'stablishments  should  l)e  ])rovided,  so  that  they  cease  to  be 
a  danger  to  the  comnnmity.  Cases  which  ai-e  undergoing 
cure  should  not  be  li;il)h'  to  interru])tion,  owing  to  the  want 
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of  subscinhers'  letters  or  other  red-tapism,  and  a  case  once 
entered  upon  must  be  followed  rig-lit  throuo-li. 

Now,   to   obtain  this   ideal   state  of    aifairs,  the  present 
chaotic  and  wasteful  absence  of  system  nnist  be  abandoned. 
The  first  essential  is  to  have  a  central  council  to  deal  with 
tlie  whole  matter  and  with  cases  as  they  arise.     Every  case 
applying  for  relief  to  a  city  hos])ital  should  be  notified  to 
the  central  council,  who  also  administer  the  rural  hospitals, 
and  the  cases  should  be  placed  in   some   one   or  other  of 
them,   careful    notes    of    the    jirogress    being    made.     And 
after  the  child   has   left    the   hospital  examination   should 
be  carried  out  from   time  to   time,   and    if    recrudescence 
occurs,  the  patient  should  l)e  sent  back  to  the  particular 
hospital  at  whicli   he   was   treati'd,   and   as    far  as  ])ossible 
placed  under  the  same  surgeon,  with  the  object  of  securing 
a  continuity  of  treatment  under  one  skilled  observer — a  most 
ini])ortant  factor  in  success,  and  tlu'  a])sence  of  which   is  so 
striking    at    the    present    day.     Until    a    central    board    is 
established,  with  powers  such  as  have  l)een  mentioned,  it  is 
to  be  feared  that  external   tul)ercle  will   go  on  increasing. 
An    important    question    is    as    to    funds.     While     some 
hospitals   have  their  own   convalescent   homes,  where   they 
mix  iiidisci'iminately  tul)erc-ulous  and  uon-tuberculous  cases, 
many  others  have  none.     It   is  found  on  inquiry  that  one 
child  in  every  ten  admitted  to  a  children's  hospital  is  the 
subject  of  external  tubercle.      Surely  it  would  lie  better  and 
more  economical  for  such  hospitals  to  close  one  tenth  of 
their  beds  and  earmark  one  tenth  of  their  income  for  the 
])ur|)ose  of  establishing  braucli  lios])itals.      At  any  rate,  they 
would  turn  over  the  remaining  nine-tenths  of  their  lieds 
([uicker  with  the  more  acute  cases  of  disease.     If  it  should 
happen  that  the  amount  which  each  hospital  can  contribute 
is  too  small  to  establish  a  separate  branch  hospital,  then 
there    is    no    reason   why    several    committees    should    not 
cond)ine,  and  have  beds  proportionate  to  their  contributions. 
But  the  gist  of  the  whole  matter  appears  to  me  to  be  the 
need   of  a   central   organising  committee,  all  the  members 
having  an  intelligent  ap])reciation  of  the  drawbacks  of  the 


270  URBAN  HOSPITAL  TREATMENT  OF 

present   arraiigemeuts^  aiul   an   earnest   desire  to   deal  with 
the  question  in  a  thoronoli  and  l)usiness-like  manner. 

[Read  at  the  Provincial  Met'fiiig,  Bri(/htoii,  June  the 
20th,   1903.) 

Discussion. 

Mr.  R.  Clement  Lucas  remarked  that  there  was  so  niiich  to 
be  said  ou  that  yreat  siil)ject  that  it  was  iiiipossihle  to  make 
any  commeuts  which  woidd  be  of  service,  either  in  assisting  Mr. 
Tubby  to  carry  out  his  scheme,  or  in  regard  to  the  hospitals 
which  the  author  so  much  condemned,  and  which  carried  out 
tlie  treatment  of  tubercle  in  London.  He  would  only  make  the 
suggestion  that,  in  his  experience,  it  was  not  so  much  because 
the  cases  had  been  operated  upon  for  tidiercle  of  the  joints  in 
London  which  accounted  for  the  second  lu-eak-down,  but  that  the 
patients  returned  to  their  unliealthy  surroi;ndiugs.  There  was 
not  time  to  enter  at  all  adequately  into  the  question,  but  all 
would  agree  that  country  and  sea  air,  at  such  places  as  Brighton, 
was  of  the  greatest  assistance  in  eradicating  tttbercle  when  the 
disease  had  been  cnice  put  on  a  fair  road  to  recovery. 

Dr.  A.  E.  Sansom  wished  to  testify  his  admiration  of  the 
paper  read  by  Mr.  Tuliby.  which  was  worthy  of  the  author  and 
of  the  Society,  It  was  a  genuine  attempt  to  grapple  with  a 
very  difficidt  subject,  and  he  regarded  that  subject  as  the  care 
and  management  of  tuberculosis,  because  he  could  not  dissociate 
the  surgical  aspect  entirely  from  the  medical,  and  the  ideas 
envtnciated  applied  to  both  branches  of  the  profession.  It 
seemed  rather  a  confession  of  feeldeness  when  one  attempted  to 
treat  in  London  tuberculous  disease  without  liringing  to  bear 
fresh  country  air,  and  he  used  the  word  "  country  "'  advisedly. 
Country  air  was  a  most  important  therapeutic  factor.  Of 
course,  oxygen  was  available  in  London,  and  one  Avas  ready  to 
believe  that  lives  had  been  saved  by  pure  oxygen  inhalations- — 
/.  «.  fresh  air  rendered  purer  by  means  of  oxygen, — Init  it  was  of 
nothing  like  the  value  of  fresli  country  air  in  the  treatment,  as 
shown  l)y  Mr.  Tubby 's  paper.  He  thought  a  very  valuable  and 
important  scheme  had  lieen  enunciated,  and  he  thought  the 
general  directions  given  in  Mr.  Tubl)y"s  paper  Avould  bear  great 
fruit.  So  far  as  one  was  able  to  judge  at  the  present  time, 
tuberculosis  was  a  slowly  manifested  disease.  Although  they 
might  agree  it  was  an  acute  disease,  he  thought  there  was  some- 
thing against  the  acceptance  universally  of  the  bacillus  theoi-y 
alone  as  to  the  causation  of  the  disease;  and  he  was  not  sure 
that  one  was  not  a  little  too  urgent  in  one's  recommendations 
whose  object  was  to  ])revent  other  people  breathing  into  the 
same  air  and  getting  a  bacillus  into  their  bodies.     But,  however 
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that  might  be,  uothiug  would  ever  convince  him  against  the 
view,  based  upon  a  long  experience,  that  fresh  air — country  air — 
was  of  immense  therapeutic  value  in  the  condition.  Therefore 
he  was  quite  willing  to  receive  the  evidence  which  Mr.  Tubby 
had  brought  forward,  to  accept  it  to  the  full,  and  to  state  that  it 
was  one  of  the  most  important  public  qxiestions  that  could  come 
before  them.  He  pleaded  that  the  medical  as  well  as  the 
surgical  aspect  of  tuberculosis  should  be  considered,  and  that 
Mr.  Tul)by's  evidence  was  quite  clear  as  to  the  therapeutic 
efficacy  of  fresh  country  air.  The  subject  had  been  thoroughly 
vv^ell  treated,  and  was  thoroughly  at  one  with  the  purposes  of 
the  Society. 

Mr,  A.  H.  Tubby,  in  reply,  said  there  were  few  questions 
which  he  need  answer,  because  it  was  not  a  subject  admitting  of 
much  discussion,  as  it  was  really  proven.  The  object  he  had  in 
reading  the  paper  was  to  bring  the  conclusions  home  by  facts. 
Every  one  who  had  worked  at  a  children's  hospital  would  admit 
that  the  case  was  proved  prima  facie ;  but  one  wanted  to  know 
how  far  one  was  wi-oug  in  operating  upon  individual  children  in 
London  hospitals.  He  confessed  his  experience  of  eleven  years 
at  the  Evelina  Hospital,  and  other  places,  had  convinced  him 
that  it  was  not  desirable  to  operate  on  the  cases  under  discussion 
in  towns.  In  fact,  he  was  not  disposed  to  operate,  except  in 
cases  of  grave  urgency,  <)n  the  cmidition  in  any  town  hospital, 
for  the  reasons  he  had  stated. 

Mr.  Clinton  Dent  said  the  issue  raised  h\  the  paper  was  of 
sucli  importance  that  it  would  l)e  a  very  great  pity  if  it  were 
lost  sight  of  in  the  mass  of  work  which  the  Society  had  to  get 
through  that  evening.  He  suggested  it  would  be  well  to  appoint 
a  sub- commit  tee  of  the  Society  to  consider  the  matter  brought 
forward  by  Mr.  Tvibby,  and  report  to  the  Society.  He  believed 
a  great  deal  of  good  would  come  from  such  a  course.  The  sub- 
committee might  say,  first,  whether  the  scheme  was  a  sound 
one  ;  and  secondly,  whether  it  was  a  practical  one.  He  therefore 
proposed  that  a  sub-committee  be  appointed  to  consider  the 
question. 

Mr.  Francis  Jaffrey  seconded  the  motion,  and  it  was  unani- 
mously adopteil. 

The  Chairman  (Dr.  Wayland  C.  Chaffey)  (Brighton) 
asked  Mr.  Tul)by  to  nominate  the  gentlemen  whom  he  would 
like  to  serve  on  the  sub-committee. 

Mr.  A.  H.  Tubby,  in  response,  thanked  the  meeting  for  the 
interest  shown  in  his  paper.  He  believed  it  was  the  kind  of 
work  which  should  be  undertaken  by  the  Society,  in  addition  to 
the  ordinary  routine  work  of  exhibiting  cases  and  reading- 
papers.  One  rather  looked  to  such  a  Society  to  do  adminis- 
trative work.  He  suggested  that  the  sub-committee  should 
consist  of  Mr.  Clinton  Dent,  Dr.  Dawson  Williams  (the  Editor 


272    MOUTH-ORGAN  REMOVED  FROM  JEJUNUM. 


of  the  'British  Medical  Journal"),  who  had  taken  the  greatest 
possilde  interest  in  such  questions,  Mr.  Sydney  Stephenson,  and 
Mr.  Francis  Jaft'rey;  and  he  would  also  be  happy  to  serve  on 
it  himself,  if  permitted. 

The  names  were  put  to  the  meeting,  and  duly  approved. 


61.  TIN  MOUTH-ORGAN  OR  WHISTLE  REMOVED 
FROM  THE  JEJUNUM  BY  LAFARATOMY 
THIRTEEN  DAYS  AFTER  HAVING  BEEN 
SWALLOWED. 

By   R.   clement    LUCAS,    B.S. 

T.  C — ,  aged  8  years,  was  admitted  into  (tuv's  Hospital 
under  Mr.  Lucas's  cave  on  April  the  7th,  190o.  He  had 
been  playing-  with  a  tin  uioutli-orgaii  or  whistle,  which  is 
placed  between  the  teeth  and  lijis  when  in  use,  and  had 
swallowed  it.  He  was  brought  to  the  hospital  shortly 
afterwards  and  skiagraphed,  when  it  was  discovered  just 
to  the  left  of  the  median  line,  and  thought  to  be  at  tlu> 
])yloric  end  of  the  stomacli.  As  there  were  no  symptoms  of 
importance  it  was  determined  to  wait  and  give  it  time  to 
pass  through  the  intestine. 

He  was  skiagraphed  on  A])ril  the  9th,  the  15th,  the  l8th, 
and  the  20tli,  and  little  or  no  alteration  was  discovered  in 
the  position  of  the  foreign  body.  It  appeared  to  be  opposite 
the  lower  part  of  the  first  lundiar  vertebra  on  the  left  of 
the  median  line,  and  above  and  internal  to  the  tip  of  the 
ninth  left  ril). 

Whilst  under  obscM-vation  the  i-hild  had  no  sickness  or 
eU'vatimi  of  teiiiperatiii-e,  took  his  food  wtdl,  and  ])assed 
noi-mal  motions.  On  April  the  '^Oth,  thirti'cn  days  after 
tlie  accident,  .Mr.  Lucas  detei-mined  to  perforin  laparotomy 
and  o.xploi'e  tlic  nbdomcn  for  tlic  foreign  body,  wliicli  was 
still   belie\(Ml  tn  be  lodo-ed  in  the   stomach. 
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A.C.E.  was  administered,  and  an  incision  made  about  34 
inches  in  length  over  the  left  linea  semilunaris.  The 
outer  edge  of  the  rectus  muscle  seen  through  its  sheath 
was  exposed  by  the  first  incision.  The  aponeuroses  were 
divided  in  this  line  external  to  the  sheath.  Two  or  three 
small  vessels  were  twisted  and  the  peritoneum  opened. 
The  stomach  was  readily  brought  into  view  and  pulled  up 
into  the  wound.  It  was  carefully  explored  from  the  outside 
by  being  ]iassed  through  the  fingers  from  the  pylorus, 
which  was  distinctly  felt,  to  the  oesophageal  extremity,  but 
no  foi'eign  body  could  be  detected  within  it.  Having  satis- 
fied himself  that  the  foreign  body  was  not  in  the  stomach, 
Mr.  Lucas  put  his  hand  in  the  abdomen  and  felt  for  it 
among  the  intestines.  Lifting  up  the  transverse  colon  and 
omentum,  he  discovered  the  foreign  body  in  the  small  intes- 
tine, a  loop  of  which  containing  the  whistle  he  drew  up 
through  the  wound.  It  lay  stretching  the  intestine,  one 
edge  towards  the  mesenteric  attachment,  the  other  towards 
the  free  edge,  i-endering  the  intestine  so  transparent  that  the 
body  could  readily  be  seen  through  the  intestinal  walls.  A 
longitudinal  incision  about  fthsof  an  inch  in  length  was  made 
over  the  edge  of  the  instrument,  when  it  quickly  slipped  out 
by  pressure  from  behind.  A  little  yellow  intestinal  fluid 
followed,  but  the  abdominal  aperture  and  the  loop  of  intes- 
tine having  been  packed  all  round  with  sterilised  gauze, 
none  of  the  contents  of  the  intestine  was  extravasated  into 
the  peritoneal  cavity.  A  continuous  fine  silk  suture  per-' 
forating  all  the  coats  was  used  to  close  the  aperture,  and  a 
second  continuous  Lembert  suture  to  invert  the  first.  The 
intestine  having  been  replaced,  a  continuous  fine  silk  suture 
was  used  to  close  the  peritoneum,  interrupted  buried  silk 
to  bring  together  the  muscles,  and  a  continuous  horsehair 
suture  for  the  skin.     Cyanide  dressings  were  used. 

The  child  was  fed  by  nutrient  enemata  for  the  first  three 
days,  a  little  water  only  being  sipped  by  the  mouth. 

On  April  the  23rd  the  wound  was  dressed  and  found  to 
be  healing  well.  The  patient  was  happy  and  contented. 
His  temperature  was  98°  F.     Milk  was  allowed. 

VOL.   III.  18 
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On  April  the  24tli  custard  and  eggs  were  ordered. 

On  April  the  25th  he  was  given  bread  and  butter  ])ud(ling 
and  beef  tea. 

May  the  1st  full  diet  was  tu'dered. 

May  the  oth  he  wtis  discharged,  cured,  on  t\\v  iifti'enth 
day  after  the  operation. 

The  temperature  never  rose  aljove  99^  F.  throughout  the 
convalescence,  but  was  as  low  as  97°  F.  on  the  day  after  tlu- 
opei'ation.  The  mouth-organ  or  whistle  removed  is  circular, 
measures  l^th  of  an  inch  in  diameter,  and  is  com])osed  of  two 
convex  pieces  of  tin  united  at  the  edge.  There  is  a  circular 
hole  in  the  centre  measuring  two  lines  ;  and  in  thickness 
the  organ  measures  -i-an  inch.  The  two  pieces  of  which  the 
organ  is  composed  had  been  dis])laced  one  over  the  other 
so  as  to  lea,ve  a  rough  sharj)  edge  at  the  margin,  and  an 
aperture  on  one  side. 

Remarli.s. — The  two  chief  points  illustrated  l)y  this  case 
are^  Jirf<f,  the  certainty  in  diagnosis  as  to  the  pi-esence  of 
the  foreign  body  determined  by  the  use  of  the  X-rays  ; 
and  second,  the  ease  and  safety  with  which  such  bodies 
lodged  in  any  part  of  the  alimentary  tract  may  be  removed. 

It  is  true  we  were  deceived  as  to  the  position  of  the 
tract  in  which  we  were  led  to  believe  the  foreign  l)ody  was 
situated,  but  we  knew  for  certain  that  it  was  lodged  high 
up  in  the  abdomen.  Having  explored  the  stomach  fi-om 
the  outside  without  success,  we  were  not  long  in  discovering 
the  foreign  body  in  the  u])])er  ])art  of  the  intestine,  and 
then  its  removal  presented  no  ditticulty.  In  the  case  which 
I  brought  before  this  Society  two  years  ago  of  a  nail 
li)dged  in  the  second  portion  of  the  duodenum,  the  X-rays 
determined  with  exactitude  the  ])ortion  of  the  intestine  in 
which  the  foreign  body  was  lodged,  as  the  \{'i'tical  fixed 
position  of  the  nail  on  the  left  of  the  s])ine  could  scarcely 
be  maintained  in  any  other  ])ai-t  of  the  intestine.  In  that 
case  the  diagnosis  was  more  exact,  but  owing  to  the  u'reat 
depth  of  the  second  ])ortion  of  the  duodonuni  the  o])era- 
tion  ])i-escnted  greater  ditHcuhics.  In  the  pi-csent  case  the 
f  )reign  body  once  discovered  y-ivc  us  no   anxictN',  cithci-  at 
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tlie  time  of  its  i-einova]  or  afterwards.  The  patient  showed 
no  discomfort,  and  only  cried  for  food  when  the  other 
patients  were  being-  fed.  His  temperature,  at  first  sub- 
normal, never  rose  above  99°  F.,  and  his  convalescence  was 
uninterrupted. 

In  making  a  diagnosis  of  a  foreign  l)ody  in  the  stomach 
by  means  of  the  X-rays  it  is  fair  to  say  that  in  this  case 
one  condition  was  absent,  viz.,  that  the  body  should  alter 
its  position  when  the  ]iatient  is  turned  from  side  to  side. 
But  the  photograph  showed  it  fi.xed  so  high  u])  and  so  near 
the  median  line  that  we  canic  to  the  ccjnclusion  that  the 
organ  had  become  entangled  (^dgeways  in  the  pylorus,  or  at 
least  that  it  could  not  have  })assed  further  than  the  duo- 
denum. An  absolute  fixation  for  a  period  of  nearly  a  fort- 
night at  one  spot  in  the  jejunum  is  ])roba])ly  to  be  explained 
by  a  portion  of  one  of  the  valvula?  conniventes  having  be- 
come caught  in  the  split  edge  of  the  whistle. 

A  skiagram  of  the  foreign  l)ody  in  position  in  the  abdo- 
men, and  the  mouth-organ  removed,  were  exhibited. 

{Read  at  the  Provincial  Meeting,  Brighton,  June  tJie  20th, 
1903.) 

Discussion. 

Mr.  Clinton  Dent  said  he  had  a  case,  also  in  a  child,  with 
precisely  the  same  sort  of  foreign  body  iu  its  inside.  For  some 
time  it  was  impacted  in  the  oesophagus,  where  it  was  seen 
by  means  of  X-rays.  An  anaesthetic  was  given,  and  he 
attempted  to  remove  the  body  from  the  lower  part  of  the 
oesophagus  with  an  ordinary  hook.  The  gentleman  in  charge 
of  the  X-ray  department  saw  the  hook  i^o  down  and  catch  on  to 
the  whistle,  and  saw  it  rise  np  until  it  reached  the  mouth,  when 
it  was  missed.  Sul>sequently  it  was  apparently  in  the  stomach, 
but  a  few  days  later  it  had  shifted  its  position  in  the  al xlomiual 
cavity.  After  about  ten  days  it  V)ecanie  fixed  in  one  position,  and 
remained  there  a  consideralile  time.  Anxiety  was  felt  lest  it 
should  cause  vilceration.  He  could  not  see  it  well  by  means  of 
the  screen,  but  the  X-ray  gentleman  was  positive  about  it.  He 
(Mr.  Dent)  performed  laparotomy,  and  searched  the  alimentarv 
tract  from  the  cardiac  end  of  the  stomach  to  the  rectum,  l)ut  he 
could  not  find  it.  The  result  of  the  operation  was  the  dis- 
appearance of  the  whistle,  though  he  could  not  say  how.  It  had 
never  been  observed  in  the  stools,  and  it  was  now  some  months 
since  the  occurrence.     He  felt  no   doubt  that  it  reallv  passed 
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along  the  intestinal  tract  and  was  evacuated  with  the  motions. 
He  was  congratulated  by  the  parents  on  the  extraordinary  skill 
with  which  lie  performed  the  operation,  and  the  success  which 
attended  it. 


62.  THE     FUNCTIONS    OF    CHILDEEN'S    HOSPITALS. 
By    EDMUND   HOBHOUSE.   M.D. 

I  HAD  proposed  to  say  something' to-day  about  some  of  t lie 
problems  which  diseases  of  children  ]n"esent  to  us,  but  1 
found  that  there  was  already  a  great  deal  of  material  for 
clinical  discussion  on  the  agenda,  and  1  ]iropose  therefore 
with  your  ])ermission  to  say  a  few  words  about  the  functions, 
or  perhaps  I  should  say  possible  functions,  of  children's 
hospitals  in  general. 

I  do  not  suppose  that  any  one  can  see  much  of  the  work 
of  a  hos]iital  for  children,  at  all  I'vents  in  a  large  town, 
without  wondering  how  it  is  that  any  reasonable  ]U'o])ortion 
of  the  pi)pulation  grow  uj)  to  a  decent  measure  of  health 
and  strength.  1  may  be  a  ])essimist  on  this  ]ioint,  but  I 
must  confess  that  I  am  often  a})])alled  at  the  nuiul)er  of 
children  suffering  from  wholly  preventable  disease  and  the 
effect  of  this  on  the  futui-e  of  the  population  of  this  countrv, 
most  of  the  mischief  being  done  dui-ing  tlu'  first  two  or 
thiee  years  of  life. 

The  fundamental  causation  of  by  far  tlu'  greater  ])ro- 
portion  of  children's  diseases  nuiy  be  sumnuMl  up  in  three 
words — ignorance,  poverty  and  negh'ct,  tlie  outcome  of 
which  are  bad  air,  bad  food  ami  bad  clothing.  It  is  difficult 
to  say  which  of  thesi>  three  is  the  most  ]iotent  factor  in 
disease  ])roduction,  but  rickets  is  typically  tlu^  disease  of 
bad  diet,  tuberculosis  of  b;id  air,  i-heumatism  and  chronic 
diarrluea  of  b:id  clothing  ;  all  co-operate.  Pei'haps  bud  food 
is  the  worst,  since  a  well-nourished  child  may  l)e  able  to 
resi.st  the  effects  of  bad  aii-  and  clothing,  whereas  an  ill-fed 
rickety  infant  falls  an  easy  prey  to  every  disease. 
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When  we  consider  the  whole  question  of  preventable 
disease^  the  matter  is  bad  enono'h  in  general  hospitals,  but 
it  is  ten  times  wcjrse  in  those  for  children;  and  it  nnist  be 
remembered  that  whereas  adults  are  to  a  large  extent  the 
victims  of  their  own  folly,  the  children  are  wholly  irre- 
sponsible for  their  own  misfortunes. 

If  we  could  but  eliminate  from  child  life  merely  those 
diseases  which  we  know  to  be  readily  preventable,  we 
should,  besides  reducing  our  own  hosjiital  woi-k  aljout  fifty 
per  cent.,  also  remove  a  vast  amount  of  that  disease  in 
adults  which  is  merely  the  sequela  of  disease  in  childhood ; 
such  as  the  later  forms  of  tuberculosis,  cardiac  disease,  a 
certain  amount  of  epilepsy,  and  much  skeletal  deformity, 
and  a  v^ast  amt)unt  of  intangil)le  physical  and  mental 
debility  which  result  from  rickets. 

We  should  all  admit,  I  su])])ose,  that  rickets  and  tuber- 
culosis furnish  a  large  ])ro])ortion  of  our  cases  ;  I  should  be 
sorry  to  say  what  proportion,  and  yet  both,  especially  the 
former,  are  eminently  preventable  diseases;  so  to  a  certain 
extent  is  rheumatism,  which  furnishes  another  large  class 
of  cases  and  produces  in  the  form  of  valvular  disease 
perhaps  even  less  renunliabh^  results  as  regards  the  future 
of  the  child. 

As  regards  rheumatism,  we  are  of  course  at  present  in 
ignorance  of  the  way  in  whic-h  infection  (I  use  the  word 
deliberately)  takes  place,  and  therefore  can  do  less  to  prevent 
it,  though  proper  clothing  has  no  doubt  an  inqiortant 
influence.  It  may  be  ho])ed  thnt  in  the  light  of  our  present 
knowledge  it  will  not  lie  long  before  the  channels  of 
rheumatic  infection  are  known  and  prophylaxis  will  l)ecome 
easier. 

All  these  things  are  perfectly  familiar  to  all  of  you  ;  I  am 
merely  repeating  an  oft-told  tale  when  I  recall  them  ;  but  I 
should  like  to  ask  whether  we  act  on  them  as  fully  as  we 
might.  If  there  is  one  thing  in  which  preventive  medicine  is 
of  more  importance  than  another,  it  is  in  children's  diseases  ; 
the  loss  of  life  is  bad  enough,  but  the  permanent  crippling 
of  an  enormous  number  of  lives  and  the  stunting  of  so  many 
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more  is  to  my  mind  far  worse.  Happy  the  child  who  dies 
early,  rather  than  survives  to  be  tlie  victim  of  chronic  hip 
disease  or  some  vaKular  lesion  of  the  heart. 

So  far  as  is  pt)ssil)k',  I  should  like  to  see  all  (.•hildi^en's 
hospitals  andlying'-in  hospitals  become  centres  of  education 
for  mothers.  It  is  true,  of  course,  that  not  very  much  can 
be  done,  and  that  only  a  small  pro|)ortion  of  the  population 
will  be  affected;  but  something'  may  be  achieved  by  the 
constant  distribution  of  leaflets,  such  as  we  have  here, 
reprinted  by  kind  permission  of  the  Medical  Committee  of 
the  Great  Ormond  Street  Hos])ital,  who  originally  issued 
them  some  years  ag"o. 

In  this  way  a  certain  amount  of  knowledge  of  the 
elementary  facts  as  to  the  rearing  of  children  is  disseminated. 
Is  it  not  the  duty  of  this  Society,  which  is  the  only  society 
for  the  study  of  children's  diseases  in  Great  Britain  and 
Ireland,  to  take  up  seriously  the  (juestion  of  the  prevention 
of  children's  diseases  and  to  consider  how  far  it  is  possible 
for  children's  hospitals,  perhaps  in  co-o])eration  with  the 
municipal  authorities,  to  beconu'  centres  of  enlightenment 
for  the  poor  population  "r* 

When  one  considers  tlu'  ])i-est'nt  c(Uiditioii  of  a  large 
])i'o])ortion  of  our  urban  ])opulation  and  the  fact  that  the 
country  districts  are  still  being  steadily  depopulated,  whilst 
the  inhabitants  are  flocking  into  the  already  overcrowded 
towns,  the  prospect  becomes  a])])alling.  It  is  on  the 
children  that  the  stress  of  town  life  really  falls  most 
heavily,  it  is  they  who  chiefly  bear  the  burden  of  the 
struggle  for  existence,  and  we  are  brought  face  to  face 
with  this  fact  every  time  that  we  visit  our  lios])itals.  The 
results  of  the  mother's  ignorance,  of  the  fathei-'s  drunken- 
ness, of  the  (leHcient  milk  supply,  of  the  commencement  of 
education  on  habii'S  who  are  scarcely  out  of  their  cradles 
and  its  termination  with  children  iu)t  halfway  through  their 
teens,  are  constantly  before  us. 

I  venture  to  think  that  there  is  no  single  social  or 
(conomical  ])i-obleiii  which  can  compare  for  ini|)ortance  with 
that  of  the  prdjier  bi'inging  up  of  the  young'  clnldi'en,  seeing 
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that  on  it  depends  the  future  of  our  race  ;  and  that  we, 
who  have  the  fullest  experience  of  the  results  of  the 
present  state  of  things,  ought  to  lose  no  opportunity  of 
impressing  on  the  j^rojier  authorities  the  enormous  evils 
which  are  now  rife. 

We  might  as  a  society  discuss  these  matters  in  their  wider 
bearings,  and  get  suggestions  from  members  in  all  parts  of 
England  as  to  the  best  remedial  measures. 

To  take  the  question  of  food  first,  which  is  perha])s 
the  most  important  of  all  and  in  some  ways  the  most  easily 
remedied.  J  think  the  medical  authorities  of  children's 
hospitals  might  well  approach  the  municipalities  and  point 
out  to  them  the  importance  of  a  proppv  milk  -"Oipjtly — in 
these  days  of  separated  milk  a  much  more  difficult  question 
than  it  used  to  ])e. 

If  a  proper  milk  supply  for  infants  up  to  two  years  of 
age  were  ensured,  I  believe  that  the  whole  aspect  of  nuich 
of  our  population  would  be  changed  in  a  generation.  It 
could  be  done  if  a  mere  fractional  amount  of  the  enormous 
drink  bill  of  this  country  was  spent  in  giving  milk  to  the 
children  instead  of  ])eer  and  spirits  to  the  parents. 

I  think  I  am  right  in  saying  that  the  Municipality  of 
(jlasgow  (only  following  in  this  respect  the  example  of  the 
New  York  authorities)  have  taken  steps  to  ensure  a  pure 
milk  supply  to  all  infants  ;  and  the  question  ought  to  be 
considered  by  all  municipalities. 

The  question  of  bad  air  is  largely  in  the  hands  of  those 
authorities  who  are  entrusted  with  the  supervision  of  in- 
sanitary and  overcrowded  houses. 

The  question  of  clothing  i^ests  chiefly  with  the  parents 
themselves,  with  the  result  that  certainly  not  one  child  in 
ten  of  those  who  appear  in  the  out-patient  room  is  really 
properly  clothed,  as  regards  quantity  or  disposition  round 
the  body. 

I  am  very  far  from  saying  that  we  can  produce  a 
revolution  in  these  matters  whatever  efforts  we  make ;  all  I 
wish  to  urge  is  that  we  should  not  consider  them  as  outside 
the   scope  of    our   incpiiries,    whether   as    a   society    or   as 
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individuals,  but  that  by  the  dissemination  of  suitable 
literature  on  all  these  (juestions,  by  co-operating-  with  the 
various  local  authorities,  and  impressing  on  them  the 
urgent  need  of  reforms,  and  lastly  by  preaching  our- 
selves when  opportunity  ofPers,  we  should  do  what  we  can 
as  Englishmen  as  well  as  doctors  to  assist  in  the  solution 
of  these  tremendous  problems. 

[Bead  at  the  Provincial  Meeting,  Briijldun,  Jniir  the  2i)t]c, 
1903.) 


63.  AN  OPERATION  FOR  THE  REMOVAL  OF  TUBER- 
CULOUS GLANDS  FROM  THE  ANTERIOR 
AND  POSTERIOR  TRIANGLES  OF  THE  NECK 
THROUGH  AN  INCISION  IN  THE  HAIRY 
SCALP. 

By  R.  H.  parry. 

The  object  of  this  pa])er  is  to  show  that  masses  of  glands 
widely  distributed  in  the  neck  may  l)e  removed  by  opera- 
tion without  leaving  a  visible  cicatrix. 

It  may  l)e  as  well  to  indicate  at  the  outset  the  ty])es  of 
cases  in  which  the  operation  has  been  carried  out. 

The  tirst  of  the  types  is  that  in  which  the  glands  below 
the  angle  of  the  jaw  are  enlarged,  then  those  adjoining 
and  lying  beneath  the  sterno-mastoid  muscle,  and  tinally 
those  in  the  postei'ior  triangle  of  the  neck.  The  swelling 
thus  occasioned  alters  very  materially  the  natural  con- 
tigui'ation  of  the  neck.  General  and  local  medicinal  treat- 
ment may  bring  about  considerable  diminution  in  tlu'  size 
of  the  glands,  but  the  enlargi'ment  rarely  disa])]ie:n-s  com- 
j)k'tely,  tind  wlicii  situated  near  tlie  angle  of  the  jaw  inav 
still  be  (uisily  detected.  The  ])atient  is  probably  unaware 
of  or  indifferent  to  their  ])res(Mice,  as  they  are  not  visiblv 
<'iilarged.  As  soon,  however,  as  the  geut'ral  health  Itccnnies 
im])aired,  the  glands  again  become  pronniieiit. 

This  alteration  in  sizi'  may  extend  n\rr  many  inniiths, 
and  with  each  I'eaction  there  is  a  develo])ment  of  cicatricial 


REMOVAL  OF  TUBERCULOUS  GLANDS.        281 

tissue  which  leads  to  the  intimate  attachment  of  the  o-lands 
to  the  structures  around  them.  The  anatomical  character 
of  the  majority  of  the  ylaiuls  is  lost,  and  the  whole  or 
the  greater  part  of  the  gland  is  replaced  by  caseous  matter. 
The  skin  is  not  affected,  but  may  be  adherent  to  the  under- 
lying fascia.  The  disease  in  this  type  runs  essentially  a 
slow  course,  but,  as  has  been  already  stated,  is  subject  to 
variations.  There  comes  a  time,  however,  when  the  glands 
remain  enlarged  and  neither  local  nor  genei-al  treatment 
makes  am?^  impression  on  them.  It  is  then  that  surgical 
measures  are  entertained,  though  reluctantly,  as  the  dis- 
figurement cannot  otherwise  be  removed,  and  the  cicatrices 
from  the  usually  employed  nu^thods  seem  to  be  the  only 
alternative  to  the  unsightly  marks  which  follow  the  break- 
ing down  of  the  glands  and  the  consequent  involvement 
of  the  skin. 

In  the  second  type,  softening  of  the  caseous  matter  will 
be  found  to  have  taken  place.  This  is  determined  by  the 
presence  of  tension  or  tiuctuation.  In  cases  of  doubt  as  to 
the  state  of  the  gland,  a  fine  grooved  needle  may  be  intro- 
duced. In  one  or  two  cases  this  has  indicated  the  presence 
of  pus  which  otherwise  could  not  have  been  detected,  and 
enal)led  the  operator   to  adopt   prompt  surgical  measures. 

The  glands  in  fi-ont  of  the  sterno-mastoid  muscles  are 
usually  the  first  to  show  signs  of  breaking  down.  If  they 
have  been  previously  affected  the  pus-formation  may  be 
very  rapid  and  the  surrounding  tissues  become  involved. 
This  fact  is  of  considerable  importance,  and  one  which 
perhaps  has  not  been  fully  gi-asped  by  many  who  are 
concerned  in  the  treatment  of  tuberculous  glands.  Measures 
which  may  have  been  effectual  in  reducing  the  enlargement 
on  one  or  two  occasions  may  subsequently  fail ;  and  if  an 
abscess  forms  and  the  skin  becomes  damaged,  reflections 
will  probably  be  made  on  the  ti-eatment. 

]My  experience  of  this  type  and  of  the  difficulties  they 
present  leads  me  to  strongly  urge  their  removal  while  in 
the  quiescent  stage. 

In  the  third  type,  the  area  involved  is  a  very  large  one. 
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Not  only  are  the  glands  indicated  in  the  preceding  types 
affected,  hut  tliose  heneath  the  chin  and  above  the  clavicles 
are  here  also  involved,  and  generally  on  hoth  sides. 
Although  I  have  removed  glands  from  these  areas  to  the 
number  of  seventy  on  one  side  through  an  incision  in  the 
hairy  scalp,  I  do  not  adv(jcate  this  operation  in  such  cases. 
It  should  be  limited  to  tlie  removal  of  those  glands  lying 
beneath  aiul  Itehind  tlie  sterno-nuistoid  muscles. 

Operation  ;  preparation  of  the  parts. — The  utmost  care 
should  be  taken  to  render  the  ])arts  aseptic.  The  head  is 
thoroughly  cleansed  beforehantl  and  the  scalp  sliaved  over 
the  spot  at  which  the  incision  is  to  be  made  and  for  about 
two  inches  above  this.  It  is  not  necessar}'  to  sacrifice  a 
large  quantity  of  the  luiir,  and  in  the  case  of  one  young 
woman  what  was  removed  was  afterwards  utilised  to  covei* 
the  cicatrix  until  the  new  growth  was  sufficient  for  that 
purpose.  The  shaven  part  of  the  scalp,  the  ear,  the  face 
and  neck,  being  the  parts  with  which  the  hands  of  the  opera- 
tor are  broug"ht  into  contact,  are  treated  with  s]iirit  of  soap 
and  then  with  methylated  ether,  and  the  area  of  operation 
is  then  limited  by  towels  held  in  position  by  pressure  forceps. 

The  incision  is  made  in  and  near  the  edge  of  the  hairy 
scalp  from  a  ])oint  near  the  base  of  the  mastoid  to  the  nape 
of  the  neck.  By  thus  following  the  outline  of  the  hairy 
scalp  the  wound  has  its  convexity  downwards,  and  the 
centre  of  it  is  so  brought  nearer  to  the  affected  glands. 
The  skin  along  the  lower  edge  of  tlie  wound  is  carefully 
freed  and  drawn  downwards  until  the  glands  in  the  upper  part 
of  the  posterior  triangle  come  into  \iew.  There  is  no  danger 
to  structures  of  any  im])ortance  at  this  stage,  the  lesser 
occipital  nerve  being  defined  and  in  some  cases  separated 
without    (liHicnlty. 

The  spinal  accessory  nerve  is  easily  found  and  detached 
from  the  glands.  Bleeding  from  one  or  two  small  points  is 
conti-olhMl  by  prt'ssiifc  forceps.  The  glands  nearest  tlu' 
wound  ai-i'  now  seized  with  jn-essure  forceps,  and  their 
separation  from  the  fascia  is  easily  effected  by  means  of  an 
oi'dinary  poiiitetl  elbow  scissoi's,  which  is  inti'odiiced    closed 
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and  then  opened  ;  this  is  rejieated  at  various  points  ai"ound 
the  glands. 

The  postericn-  border  of  the  sterno-niastoid  muscle  is 
next  defined,  and  with  a  little  careful  dissection  it  can  be 
raised  from  the  glands  below  it  without  damaging  its  filn-es. 
In  the  removal  of  the  glands  beneath  the  sterno-mastoid 
muscle  the  internal  jugular  vein  stands  in  danger  of  being 
injured,  either  by  undue  traction  being  made  on  it  or  by 
])uncture  with  an  instrument.  If  a  deliberate  dissection  is 
made  in  order  to  ex})ose  the  vein  at  once,  these  accidents 
may  be  avoided.  '^IMiis  is  effected  by  the  removal  of  one  or 
tAVo  glands  from  the  centre  of  the  mass.  AVheu  this  is 
accomplished  the  vein  is  then  pushed  aside,  and  the  glands 
above  and  below  the  opening  thus  made  can  be  easily  and 
satisfactorily  dealt  with. 

Isolated  glands  just  above  the  clavicle,  and  the  chain  of 
glands  along  the  posterior  border  of  the  sterno-mastoid 
muscle,  are  reached  through  the  same  incision. 

The  two  forefingers  are  now  introduced  into  the  wound 
beneath  the  sterno-mastoid  muscle,  to  detach  the  deep 
cervical  fascia  frc>m  the  glands  near  the  angle  of  the  jaw. 
A  pair  of  strong  dressing  forceps  also  helps  to  complete  the 
separation  of  the  fascia.  Should  a  gland  have  undergone 
softening,  an  incision  is  made  into  it  and  its  contents  scooped 
out,  the  capsule  being  removed  later.  This  procedure 
prevents  infection  of  the  tissues  and  affords  better  access  to 
the  other  glands. 

The  value  of  a  good  light  at  this  stage  is  inestinuible. 
On  raising-  the  sterno-mastoid  muscle  with  broad  retractors 
a  good  view  is  obtained  of  the  i)arts  below  and  in  front. 
•The  posterior  belly  of  the  diagastric  muscle  should  be 
defined,  as  in  separating  glands  beneath  the  plane  of  this 
muscle  the  hypoglossal  nerve  and  the  occipital  artery  may 
be  injured ;  this,  however,  can  be  avoided  by  the  exercise  of 
a  little  care.  But,  the  field  of  operation  lies  above  the 
digastric  muscle,  and  here  the  facial  vein  calls  for  some 
attention.  Hemorrhage  from  an  injury  to  it  is  usually  free, 
and  owing  to  the  depth  of  the  wound  is  not  easily  arrested. 
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Ill  only  two  instances  in  twenty  operations  was  it  damaged. 
It  may  be  stated  here  that  as  a  rule  bleeding  is  trifling,  and 
in  many  of  the  operations  no  vessel  whatever  was  ligatured. 

A  careful  examination  is  made  by  the  finger  for  enlarged 
glands,  in  oi-  near  the  lower  part  of  the  parotid  gland, 
below  the  chin,  and  in  the  angle  between  the  sterno-mastoid 
muscle  and  the  greater  cornu  of  the  hyoid  bone.  In  the 
latter  situation,  and  close  to  the  internal  jugular  vein,  a 
gland  of  considerable  size  is  frequently  found.  'I'hese 
glands  are  removed  in  the  maniu'r  already  detailed.  Should 
those  situated  beneath  the  chin  have  undergone  softening, 
they  are  removed  through  a  small  incision  made  directly 
over  them.  Retractors  are  again  used  to  allow  of  a  careful 
inspection  of  the  wound.  With  a  shar])  knife  or  scissors  and 
dissecting  forceps,  any  part  of  the  capsule  of  the  gland 
which  has  been  left  is  dissected  away,  and  as  the  internal 
jugular  vein,  the  carotid  arteries,  the  facial  vein,  the  occi- 
pital artery,  and  the  spinal,  accessory,  and  hypoglossal 
nerves  are  in  view,  this  part  of  the  operation  is  not  attended 
])y  much  difHculty  or  danger.  A  large  drainage-tube  is 
inserted  and  the  wound  closed  with  silkworm  sutures.  The 
dressing  is  applied  in  the  usual  way.  The  drainage-tube  is 
withdrawn  about  the  end  of  the  first  week.  Occasionally 
some  fulness  appears  over  the  sterno-mastoid  muscle  after 
the  wound  has  healed,  but  it  is  readily  dispersed  by  a 
gentle  massage.  The  pressure  of  an  elastic  bandage,  which 
need  only  be  worn  at  night,  also  assists  in  restoring  to  the 
neck  its  natural  form. 

In  a  ])a])er  on  the  surgical  treatment  of  tiiI»erciilous 
glands  in  the  neck  which  appeared  in  a  recent  number  of 
the  'Journal  of  th(>  American  Medical  Association,'  reference 
was  made  to  an  o])cM-atiini  l)y  Dalliiiger  by  which  the  glands 
were  removed  thrcnigh  the  hairy  scalp.  No  details  of  the 
method  were  given,  so  it  is  im])ossi])le  to  state  how  fai'  it 
differs  from  the  opei-atiou  1  ha\c  ])ractis('(l.  1  may  aiM 
that  my  first  ])atieiit   was  o])crate(l  on  4.\  yeai's  ago. 

{Read  (it  ihc  Proviuciiil  Miefiiuj,  Bruihion,  Jniu;  the  liO///, 
1908.) 
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Discussion. 

The  Chairman  (Dr.  Wayiand  Chaffey)  (Brightuu)  thought 
there  were  several  memliers  present  wlic)  had  had  consideral^le 
experience  in  the  removal  of  large  masses  of  glands  from  the 
neck,  though  in  and  around  Brighton  one  did  not  see  such  large 
masses  in  that  situation  as  were  seen  in  other  parts  of  the 
country.  He  had  seen  very  large  masses  of  cervical  glands 
whilst  he  was  at  children's  hospitals  in  London.  Mr.  Morgan, 
who  was  attached  to  The  Alexandra  Hospital,  woiild  no  doubt 
speak  on  the  suliject. 

Mr.  Qeorge  Morgan  (Brighton)  thought  the  paper  was 
interesting,  but  that  it  would  reqiure  very  careful  technique  to 
prevent  suppuration  at  such  a  depth.  Moreover,  the  drainage 
there  could  not  be  very  good.  The  glands  were  not  seen 
sufficiently  early  at  The  Alexandra  Hospital ;  the  children  were 
generally  brought  when  the  skin  was  giving  way,  at  which 
stage  he  siipposecl  Mr.  Parry  would  not  carry  out  his  method, 
especially  if  there  was  an  abscess  under  the  skin.  Usually  he 
only  had  a  small  scar  resulting  from  his  operations  on  those 
glands.     If  care  were  exercised  there  was  few  relapses. 

Mr.  R.  Clement  Lucas  said  he  had  listened  with  the 
greatest  possible  interest  to  Mr.  Parry's  remarks,  and  it  seemed 
that  in  a  certain  numl)er  of  cases  the  author  could  avoid  a  scar 
in  the  neck  and  produce  very  good  results.  He  thought  the 
niunber  of  such  cases  must  be  limited.  He  had  ];)een  in  the 
habit  of  teaching  that  to  attempt  to  remove  from  the  neck  tuber- 
culous glands  which  had  undergone  suppuration  was  one  of  the 
most  difficult  operations  in  siu-gery.  One  often  found  that  the 
adhesions  to  nerves,  nuiscles  and  vessels  were  as  strong  as  in 
cancer.  Those  cases  would  be  luisuitable  for  the  procedure  just 
described.  The  plan  of  Mr.  Parry  showed  a  great  advance  in  a 
certain  limited  uumlier  of  cases.  He  asked  whether  Mr.  Parry 
was  able  to  get  out  of  that  high  incision  the  glands  immediately 
above  the  clavicle.  When  the  post-steruo-mastoid  glands  were 
enlarged  they  generally  extended  in  a  chain  right  down  to  the 
glands  on  the  top  of  the  clavicle.  He  also  did  not  understand 
how  Mr.  Parry  secured  the  facial  vein  in  those  cases  in  which  he 
damaged  it.  He  asked  if  the  sub-maxillary  glands  were  pushed 
under  the  sterno-mastoid,  or  were  they  moved  over  the  surface 
of  the  sterno-mastoid  ? 

Mr.  A.  H.  Tubby  congratidated  Mr.  Parry  on  his  new  pro- 
cedure. Such  a  method  was  of  interest  because  it  was  new. 
He  could  imagine  some  conditi(nis  in  which  the  operation  would 
lie  advisable.  He  did  not  gather  how  far  into  the  hairy  scalp 
the  incision  was  made  ;  whether  it  was  carried  sufficiently 
high  to  be  quite  invisible  and  if  there  were  a  due  growth  of  hair 
afterwards.     He  would  like  also  to  hear  how  long  the  operation 
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took  compared  witli  tliat  oc-eupied  l\v  direct  incision  over  the 
site  of  the  trouble.  He  couhl  not  help  feeling-,  that  though  the 
method  was  good  cosmetically  it  yet  introduced  a  consideraljle 
amoinit  of  danger  into  the  case.  It  was  very  difficult  to  avt)id  the 
intricate  and  c<.)mplicated  structures  in  the  neck  iu  a  deep  wound. 
Also  he  wished  to  ask  as  to  the  incidence  or  absence  of  sup- 
puration. He  simply  asked  for  information,  as  he  had  not 
performed  that  particular  operation,  and  it  might  l)e  that  the 
cases  did  not  present  those  possibilities  which  one  would  expect. 
Mr.  R.  H,  Parry  (Glasgow),  in  reply,  said  he  did  not  find 
much  trouble  in  ligaturing  the  facial  vein.  The  structures  could 
be  pushed  into  the  woimd.  which  lay  near  the  sterno-mastoid. 
He  was  able  to  pidl  the  internal  jugular  vein  into  the  wound,  and 
then  secure  the  facial.  The  haBmorrhage  was  fairly  free,  but  by 
putting  his  finger  on  the  vein  and  drawing  it  forward  he  was 
able  to  manage  all  right.  He  did  not  now  expect  that  accident, 
in  the  light  of  greater  experience.  The  position  of  the  cicatrix 
was  half  an  inch  from  the  edge  of  the  scalp.  People  had  been 
so  pleased  with  the  results  of  that  operation  that  they  would  no+ 
have  the  iisual  one  done.  With  regard,  to  suppuration  the 
drainage  was  excellent  -.  the  tube  was  at  the  l)ack,  and  the 
patient  lay  on  his  back.  He  had  very  slight  suppuration  in  two 
cases,  and  that  he  believed  to  be  due  to  carelessness  on  the  part 
of  his  house-surgeon.  He  had  not  seen  it  in  private  cases.  He 
took  great  care  to  cleanse  the  scalp  and  its  neighbourhood,  and 
he  had  only  had  trouble  in  two  cases  ovit  of  twenty.  He  believed 
his  operation  was  easier  than  the  old  one ;  it  was  easier  to 
separate  the  glands  from  the  vessels  from  below  than  from 
above.  The  attachment  of  the  deep  cervical  fascia  was  very 
intimate,  but  working  from  below  was  surprisingly  easy.  He 
got  over  the  difficidtv  in  the  first  stage  of  the  operation.  He 
had  removed  a  fairly  big  mass  of  glands  comfortaldy  in  half  an 
hour,  without  tying  a  vessel,  and  he  could  be  certain  there  was 
not  a  gland  left.  In  reply  to  Mr.  Clement  Lucas's  (juestit^n.  the 
irlands  were  carried  under  the  sterno-mastoid. 


64.  A     CASE     OF     SYPHILITIC     NEPHEITIS     IN    AN 
INFANT  AGED    FIVE    MONTHS. 

By  GEORGE  CARPENTEE,  M.D. 

Chaklks     H — ,    ngi'd    .")    iimntlis,   Avas   Mdmittt'd   iiiln    tlu' 
Xorth-Kastoi'ii    Ho.><])it;il    for   Cliildrcii    on    May    tlic    L'SMli, 
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1903.  His  mother  attended  Shadwell  Hospital  six  years 
previously  for  a  venereal  complaint,  and  his  father  was 
treated  as  an  out-]iatient  at  St.  Bartholomew's  Hospital 
about  the  same  time  for  a  disease  for  which  he  took  a 
prolonged  course  of  pills.  The  first  child  was  ]3rematurelv 
born  at  6J,  montlis  ;  it  lived  '2  months.  The  second  was 
a  full-term  child  and  is  still  liviuo'  ;  the  third  was  also 
full-term  and  is  liviuo-;  and  the  fouith,  the  ])atient,  was  an 
8-months  child. 

At  birth  it  was  a  small  but  ap])arently  healthy  infant. 
It  was  breast-fed.  At  two  months  old  it  had  "  snuffles  " 
and  "congestion  of  the  lungs,"  and  began  to  waste.  Next 
a  red  rash  appeared  on  its  buttocks  and  its  legs  and  feet. 
This  faded  and  then  disappeared.  The  child  was  always 
pale,  and  its  face  was  noticed  to  be  "  puffy,"  more  so  at 
one  time  than  another. 

On  admitiNion  his  weight  was  It  lbs.  7  oz.  ;  the  motions 
were  green  and  slimy,  and  the  temperature  was  97'8°  F. 
He  was  a  small,  anaemic  infant,  with  scanty  hair  on  the 
front  half  of  the  scalp  ;  the  eyebrows  and  eyelashes  were 
also  thin.  The  face  was  puffy,  especially  below  the  eyes, 
and  the  temporal  veins  stood  out  prominently.  "SnufHes" 
was  a  marked  feature.  He  had  a  co]i])ei'-coloured  jiatch 
of  eruption  on  the  chin,  and  copper-coloured  macules 
were  scattered  about  the  buttocks.  There  was  also  co]i]ier- 
coloured  redness  in  the  flexures  of  both  knees,  which 
extended  on  the  left  side  to  the  calf.  The  palms  were 
glistening.  The  heart,  lungs,  liver,  spleen,  and  abdomen 
were  healthy.  The  eyes  and  fundi  oculorum  were  normal. 
The  urine  was  of  specific  gravity  1006,  the  reaction  was 
acid,  and  it  contained  :^th  of  albumen.  He  was  ordered 
Hydrargyrum  cum  Creta,  one  grain,  thrice  daily. 

April  the  28th. — The  quantity  of  urine  passed  in  the 
twenty-four  hours  was  '^  ounces.  The  specific  gravity 
was  1008,  the  reaction  acid,  urates  were  deposited,  and 
the  albumen  amounted  to  one  third. 

30th.^ — The  rash  is  fading.  The  quantity  of  urine 
passed    in    the    twenty-four    hours  was    2|-    ounces.      The 
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specific  i>Tavity  was  1006,  tlie  reaction  acid,  urates  were 
deposited,  and  the  albumen  amounted  to  one  third. 

May  the  2nd. — To-day  the  face  is  very  "puffy,"  and 
the  leg's  pit  on  pressure.  The  quantity  of  urine  passed 
was  'S  ounces.  The  specific  o-rayity  was  1010,  the  reac- 
tion acid,  ui'ates  were  deposited,  and  the  albumen  was 
one  third. 

6th. — Tlu-  uriiu'  was  of  specific  gravity  1006.  The  urea 
was  estimated  at  l|rds  of  a  g-rain  to  the  ounce.  Albumen 
amounted  to  five  twelfths.  On  centrifug-ing  the  urine  an 
appreciable  quantity  of  detritus  appeared  in  the  tube, 
which  consisted  of  :  (1),  numerous  hyaline  casts,  both  large 
and  small  ;  (2),  similar  casts  with  a  few  epithelial  cells  and 
red  blood-discs  u|)on  them;  (8),  definite  epithelial  casts ; 
(4),  red  blood-discs  ;  (5),  detritus  of  renal  epithelium,  the 
cells  appearing  singly  and  in  clumps;  (6),  granular  casts, 
a  few;  and  (7),  urates  of  sodium  and  ammonium  crystals. 
There  were  really  quite  a  numlier  of  red  blood-discs  Avhich 
were  swollen,  more  than  a  sprinkling.  The  microscopical 
characteristics  were  therefore  those  of  acute  catarrhal 
nephritis. 

8th. — There  has  been  a  loss  of  weight,  fths  of  a  lb., 
since  his  admission  intt)  the  hospital.  The  temperature 
keeps  subnoruud.  The  (juantity  of  urine  passed  in  the 
twenty-four  hours  is  slightly  more,  viz.  44-  ounces.  The 
specific  gravity  is  1008,  it  is  acid,  urea  amounts  to  Hrd 
grains  to  the  ounce,  and  albumen  is  one  fifth.  Kenal  casts 
and  urates  are  present.  The  rash  on  the  chin  is  fading. 
There  is  marked  ]ntting  of  the  legs  and  slight  jutting  of 
the  backs  of   the  hands  on  examination. 

10th. — The  quantity  of  urine  ])assed  m  the  twenty-four 
hours  amounted  to  5  ounces.  Urea  was  Ifrds  of  a  grain  to 
the  ounce,  and  albumen  was  one  fifth. 

I2tli.  Foui- ounces  of  urine  w(M-e  jiasst'd  in  the  twenty- 
t'niif  hours,  and  the  alliuuieu  was  one  Hftli. 

14th. — Se\'eu  niinces  of  uriue  wei'e  ])assed,  and  all)uuu'U 
amounted  to  (»ni'  sixth. 

16th. — Five  ounces  of    uriue   were   passed,  aud  all)uuieii 
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amounted  to  one  sixth.  The  temperature  rose  to-day  to 
99'4    F. ;   it  had  been  subnormal  since  his  admission. 

18th.- — -The  face  is  more  swollen,  especially  in  the 
morning.  There  is  much  dropsy  of  the  legs,  extending 
above  the  knees  to  the  buttocks.  The  child  is  Avasting, 
and  is  failing  in  strength.  The  eruption  has  disappeared. 
The  buttocks  are  superficially  ulcerated. 

20th. — Six  ounces  of  urine  were  passed  of  specific 
gravity  1002,  urea  Hrd  of  a  grain  to  the  ounce,  and  albu- 
men one  eighth.  The  temperature  was  normal.  The 
general  oedema  had  increased. 

21st. — The  urine  was  swarming  Avith  organisms,  and 
casts  Avere  A'ery  few.  One  or  tAA^o  epithelial  casts  Avere 
seen,  and  some  hyaline  and  Avaxy  casts.  There  AA^ere  no 
red  blood-corpuscles.  Round-cells  Avere  seen  about  the 
size  of  or  a  trifle  larger  than  Avhite  corpuscles.  The 
specific  gravity  Avas  1001,  the  reaction  acid,  urea  AA'as 
2  grains  to  the  ounce,  and  albumen  Avas  barely  one  sixth. 

23rd. — :He  is  uoav  passing  9  ou.nces  of  urine  of  specific 
gravity  1002,  and  acid  reaction.  Albumen  amounts  to  one 
scA^enth.   He  is  much  Aveaker,  and  the  oedema  is  increasino-. 

25tli. — Six  and  a  half  ounces  of  urine  Avere  passed, 
and  albumen  Avas  one  sixth.  The  temperature  noAv  varies 
betAveen  97^  F.  and  98°  F.,  and  the  child  is  groAving  per- 
ceptibly AA'eaker. 

29th. — He  sank  and  died  in  the  early  morning. 

Post-mortem  examination. — The  heart  and  lungs  Avere 
normal.  The  spleen  AA^as  normal ;  the  liA'er  Avas  tough- 
ened (?).  The  kidneys  Avere  lobulated,  and  the  capsule 
readily  stripped;  coarse  changes  Avere  not  obAaous. 

The  microscopical  report  is  as  folloAvs : 

The  kidney  is  in  a  condition  of  catarrhal  nephritis.  Casts 
are  A'isible  here  and  there  in  the  tubules.  The  cortical 
renal  tubules  are  dilated.  There  is  an  excess  of  round- 
cells  in  the  glomeruli,  and  fibrillary  thickening  of  the 
glomerular  capsules.  The  catarrhal  changes  are  patchy 
in  distribution,  some  areas  of  the  kidney  l)eing  apparently 
quite   healthy.      There    are    not    any    interstitial    changes. 

A-QL.  III.  19 
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The  small  arteries  in  the  neighbourhood  of  the  glomeruli  are 
thickened,  and    their  lumens  are  greatly  diminished   [ride 
Plate  III).    This  thickening  appears  to  be  due  to  mesarter- 
itis  rather  more  than  to  endarteritis,  but  in  some  situations 
the  inner  coat  shares  and  the  arteries  are  obliterated,  or 
nearly  so.      The  endothelium  of  the  glomeruli  seems  to  be 
thickened  also  ;  at  least,  that  is  my  opinion  on  comparing  the 
specimen  with  a  healthy  infantile  kidney.    I  think  the  struc- 
tural  alterations    in  the  blood-vessels   may  fairly   be   held 
responsible  for  the  anuria  which  was  a  prominent  feature 
in  the  case.     I  have  compared  many  specimens  of  catarrhal 
nephritis  in  non-syphilitic  children  with  the  one  in  ques- 
tion, and  the  arteries  were  not  thickened  in  these.      I  am 
inclined  to  look  upon  these  arterial   changes  as  syphilitic. 
The  next  point  is,  can  catarrhal  nephritis  arise  from  the 
action  of  the  syphilitic  poison  ?      My  reply  to  that  is.  Yes, 
undoubtedly  ;  and  that  on  clinical   observation   backed  by 
pathological    finding.       Here    is    the   proof.      A    weakly- 
looking,  "  snuffling  "  female  infant,  aged  five  weeks,  came 
under  my  care  at  the   Evelina   Hospital  on  November  the 
7th,  1889.      A  rash  appeared  when  it  was  two  weeks  old. 
When  I  saw  the  child  there  was  desquamation  about  the 
palms,  the   soles,  the  belly,  the  ears,  and  elsewhere  about 
the  body.      The  lips   were  superficially  ulcerated.      There 
was  shallow  ulceration  from  the  anus  upwards  between  the 
gluteal  folds.      At  the  root  of  the  nose  there  was  a  yellow 
scab,  and  slight  yellow  crusting  here  and  there  on  the  ears. 
On  the  buttocks  there  were  a  number  of  red  papules  with 
crater-like  central  depressions.      A  week  later  the  back  of 
the   left    hand  became   puffy.      The  following  week  there 
was  a   deep  ulcer  in  the  natal   fissure  with  a    yellow    un- 
healthy  base.       Three    weeks    from   the    fii"st    attendance 
both   eyelids   Avere    oedematous,  white,  and   waxy-looking, 
and  there  was  marked  dropsy  of  the  feet,  legs,  hands,  and 
forearms.      There  was  a  ring  of  albumen  Avith  cold   nitric 
acid  xV^h  of  an  imdi   thick.      Microscopically,  in  a  gravity 
specimen,  there    were    hyaline,  and    epithebal,  and  a   few 
blood-casts,  but  no   separate  red  blood-discs.      The   child 
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Dr.  George  Carpenter's  case  of  Tubular  Nephritis  with  thickened  Arteries,  in  a 
Syphilitic  Infant  aged  5  months. 
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died  soon  after  this.  As  in  the  case  pveviously  described, 
Hydrargyrum  cum  Creta,  one  grain,  was  given  thrice  daily. 
Post-mortem  exaviinatioji. — Tliere  was  consolidation  of 
both  lower  lobes  of  the  lungs.  The  kidneys,  which  were 
quite  natural-looking,  were  lobulated ;  there  was  doubtful 
injection,  in  places,  of  the  interglobular  vessels.  I  have 
drawn  attention  to  this  case  in  my  book  on   '  Sy])hilis   in 


'"'< 
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Fig.  28. — Microscopic  section  of  the  kidney  of  a  syphilitic  infant, 
ag-ed  5  ■weeks,  showing  interstitial  and  catarrhal  nejDhritis. 

CHiildren,'  "^  and  a  microscopical  drawing  of  the  kidney 
will  be  found  on  pag'e  56.  The  original  of  this  I  now  pass 
round  for  inspection.  The  lungs  showed  grey  hepatisa- 
tion ;  the  alveoli  were  more  or  less  blocked  with  round- 
cells.      There  was  fibrosis  of  the  vessel  walls. 

The     kidneys     showed     intense    glomerulitis,    and     the 
*  London,  1901  :  Bailliere,  Tindall,  and  Cox. 
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glomerular  capsules  were  tliickened  by  the  addition  of 
fibrous  tissue  ;  there  was  also  interstitial  fibrosis  (see  Fig. 
28,  page  291).  Tlie  vessels  seen  in  transverse  section  have 
their  walls  thickened  by  the  addition  of  fibrous  tissue 
(mesarteritis),  and  there  is  an  indication  of  new  vessel- 
formation  in  the  young  fil^rous  tissue  which  is  developing 
in  the  stroma.  In  one  section  a  round-celled  infiltration, 
measuring  0"033  by  0"0166  mm.,  was  large  enough  to 
constitute  a  tiny  granuloma.  The  tubules  were  in  a  state 
of  catarrhal  nephritis.  As  in  the  other  case,  the  lesions 
were  patchy  in  distriljution. 

Here,  then,  there  is  evidence  of  catarrhal  nephritis  in 
an  incontestable  syphilitic  kidney,  and  the  fact  that 
syjDhilis  can  and  does  produce  catarrhal  nephritis  is 
obvious. 

There  is  no  reason,  therefore,  why  a  point  should  be 
strained  to  prove  that  the  case  of  catai-rhal  nephritis  I 
now  place  on  record  is  not  due  to  syphilis  because  there 
are  no  interstitial  changes,  and  that  it  must  on  that  account 
be  owing  to  some  other  undetermined  cause ;  on  the 
contrary,  quite  the  other  way.  I  purposely  ignore  the 
condition  of  the  small  arteries,  which  I  take  to  be  a 
syphilitic  change. 

I  am  convinced  from  this  case  that  congenital  syphilis 
is  capable  of  producing  catarrhal  nephritis  as  well  as 
interstitial  nephritis,  and  there  is  no  valid  i-eason  why  one 
form  should  not  occur  independently  of  the  other. 

These,  unfortiTuately,  are  the  only  pathological  findings 
of  syphilitic  kidney  disease  which  I  have  had  under  my 
clinical  observation.  I  have  had  from  time  to  time,  though 
very  infrequently,  several  cases  of  catarrhal  nephritis  in 
syphilitic  infants,  which  have  unfortunately  been  lost  sight 
of ;  but,  as  is  conclusively  slioAvn  above,  the  finding  of 
catarrhal  products  in  the  urine  does  not  prove  the  absence 
of  interstitial  changes  in  the  kidney. 

The  practical  lesson  to  be  learned  fmni  tliese  ch'nical 
observations  is  that  congenital  syphilis  in  some  instances 
produces   a  nephritis  which  is  indistinguishable  clinically 
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from  acute  catarrhal  nephritis  liy  reason  of  its  symptoms 
and  its  urinary  deposits,  and  that  interstitial  kidney 
changes  may  or  may  not  be  present  in  such  cases. 
Further,  congenital  syphilis  plays  a  more  important  part 
in  the  production  of  renal  disease  in  the  young  than  has 
hitherto  been  conceded.  Dr.  Henry  Ashby  in  1901 
brought  to  the  notice  of  the  Society  a  case  of  nephritis  in 
a  four-weeks-old  infant  who  was  very  anasarcous,  and  died 
in  convulsions  soon  after  admission  into  the  hospital.  The 
urine  was  not  obtained  for  examination.*  It  was  thought 
to  be  possibly  of  intra-uterine  origin.  The  post-mortem 
changes  were  catarrhal  and  interstitial,  and  there  was 
fibrosis  of  the  glomerular  capsules.  The  small  arteries 
appeared  thickened.  There  was  no  history  of  syphilis,  but 
the  mother  had  had  one  stillbirth.  The  changes  in  the 
kidney  at  the  time  reminded  me  of  my  example  of 
catarrhal  and  interstitial  nephritis  in  a  five-weeks-old 
infant  who  was  syphilitic,  and  I  suggested  on  that  finding* 
that  the  condition  was  of  syphilitic   origin. 

The  quantity  of  urine  passed  daily  by  the  infant  was 
very  low  indeed.  In  a  series  of  observations  which  I 
made  on  the  urine  of  a  newh'  born  infant  some  time  ago, 
and  the  results  of  which  I  brought  to  the  notice  of  the 
Society,t  the  average  quantity  for  the  twenty-four  hours 
was  194-  ounces.  At  this  point  I  should  like  to  record  the 
fact  that  the  child  on  whom  these  observations  were  made 
is  now  quite  well  and  strong,  and  free  from  disease.  The 
urea  in  that  case  was  very  small,  from  5th  to  ^  of  a  grain 
per  fluid  ounce,  the  greatest  daily  quantity  being 
4|-  grains  and  the  smallest  2iths  grains. 

In  comparison  with  this,  the  urea  obtained  from  the  case 
of  nephritis  does  not  seem  unduly  low,  though  the  normal 
has  been  estimated  at  a  somewhat  higher  figure  than  this 

*  "A  Case  of  Nephritis  in  a  Newly  Born  Infant,"  'Reports  of  The 
Society  for  the  Study  of  Disease  in  Children,'  vol.  i,  pp.  129—131. 

i  "  Notes  on  the  Urine  of  a  Newly  Born  Infant,"  by  George  Carpenter, 
M.D., '  Eeports  of  The  Society  for  the  btndy  of  Disease  in  Children,'  vol.  i, 
p.  160. 
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by  some  foreign  observers.  The  quantity  of  urea  passed 
per  ounce  Avould  accord  with  observations  I  have  made  on 
healthy  chikb-en  about  the  same  age,  but  in  these  I  have 
no  record  of  the  amount  of  urine  passed  in  the  twenty-four 
hours.  If  the  quantity  of  fluid  passed  hy  them  be 
standardised  by  the  test  infant,  the  amount  of  urea,  a 
trifle  over  8  grains,  excreted  by  tlie  sy])hilitic  infant  in  the 
twenty-four  hours  was  subnormah 

Considering  the  small  daily  quantity  of  urine  passed,  the 
specific  gravitv  was  unduly  low  ;  it  accords,  however, 
with  that  of  the  test  infant,  but  in  this  case  the  total 
daily  amount  was  much  higher. 

(Read  at  the  Provincial  Meetiny,  Bfiijlifmi,  June  the 
'20th,  1903.) 

Discussion. 

The  Chairman  ( Dr.  Wayland  Chaffey)  (Brighton)  said 
Dr.  Carpenter's  pajjer  showed  great  research,  and  could  not  be 
prepared  in  a  few  weeks,  or  even  months.  The  drawings  and 
specimens  also  were  very  nicely  prepared,  and  the  Society  was 
mixch  indebted  to  the  author. 

Dr.  G.  A.  Sutherland  said  the  subject  was  one  which  the 
Society  liad  been  concentrating  its  attention  upon  for  some  years 
past.  Dr.  Guthrie,  a  few  years  ago,  Avrote  and  read  a  paper  on 
chronic  interstitial  nephritis  in  children,  and  supported  the  view 
that  most  of  such  cases  were  due  to  syphilis.  During  the  past 
winter  Mr.  Thomson  Walker  and  he  (Dr.  Sutherland)  read  a 
paper  on  two  cases  of  congenital  nephritis  in  infants,  and  Dr. 
Carpenter  had  brought  up  an  interesting  series  on  the  sauie 
lines.  His  (Dr.  Carpenter's)  chief  iKnnt  was  that  in  the  case  of 
catarrhal  nej^liritis  he  found  eA'idences  of  syphilis  in  the  child, 
and  he  was  inclined  to  state  rather  positively  that  the  nej^hritis 
was  dependent  upon  syphilis.  It  was  open  to  disciission  Avhether 
it  should  he  }>xit  into  that  category.  He  was  inclined  to  agi'ee 
with  Dr.  Carpenter  in  regard  to  the  specimens  he  had  brought, 
but  he  thought  the  evidence  was  not  so  conclusive  as  one  would 
like  to  have  it  in  settling  such  a  point.  The  changes  shown  in 
the  specimen  were  largely  those  of  catarrhal  nephritis,  and  there 
was  considerable  thickening  of  the  arteries  in  addition.  In  one 
of  the  cases  under  the  care  of  Mr.  Walker  and  himself  there 
was  a  marked  thickening  of  the  cerebral  arteries,  in  addition  to 
the  nephritis.  In  those  cases  one  would  look  for.  and  expect  to 
find,    definite   arterial    changes    associated    with    syphilis.     Dr. 
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Carpenter's  cases  were  clift'ereut  from  the  ones  Dr.  Siitlierland 
had  seen,  in  that  the  patients  had,  during  life,  the  definite  signs 
of  nephritis  present,  oedema,  and  the  presence  of  tube  casts  in 
the  urine.  He  supposed  that  in  most  of  the  cases  the  changes 
were  chronic  interstitial,  because  there  were  no  signs  of  catarrhal 
nephritis  during  Hfe,  and  in  most  of  the  cases  the  disease  was 
discovered  acciclentallv  post  mortem.  The  cases  he  had  brovight 
foi-ward  were  practically  pure  interstitial  nephritis,  there  being 
so  much  exudation  that  the  tubes  were  almost  lilocked,  and  one 
could  not  make  out  catarrh,  except  that  which  was  secondary  to 
pressure  from  the  exvidatiou.  He  asked  whether  Dr.  Carpenter 
had  examined,  in  his  case,  the  condition  of  the  cerebral  arteries, 
because  if  that  were  not  done  the  condition  was  liable  to  be 
overlooked.  In  one  of  the  cases  he  had  with  Mr.  Walker  one  of 
the  diagnoses  suggested  during  life  was  syphilitic  endarteritis, 
consecjuently  the  arteries  at  the  base  of  the  l)rain  were  very 
carefully  examined.  It  was  the  only  case  in  which  he  had  foiind 
that  condition  present. 

Dr.  Qeorge  Carpenter,  in  reply,  said  he  did  not  examine  the 
brain,  as  he  was  not  allowed  to  do  so.  There  were,  however,  no 
signs  of  cerebral  disease  in  his  case,  but  in  the  case  published  by 
Dr.  Sutherland  and  Mr.  Thomson  Walker  there  was,  if  liis 
memory  served  him  correctly,  e\T^dence  of  cerebral  disease  during 
life.  His  first  experience  of  kidney  disease  in  congenital  syphilis 
had  occurred  as  far  back  as  the  year  1889,  and  he  had  recorded 
his  own  observations  on  this  subject,  in  his  book  on  '  Syphilis  in 
Children,'  which  he  feared  had  been  overlooked.  He  was  not 
moved  by  Dr.  Sutherland's  criticism  as  to  the  diagnosis  ;  indeed, 
he  was  under  the  impression  that  Dr.  Siitherland  had  arrived  at 
the  same  conclusion  in  his  cases  by  a  similar  process  of 
deduction  of  which  he  now  complained.  The  cases  he  had 
observed  during  life  in  syphilitic  infants  had  given  clinical 
evidence  of  catarrhal  nephritis,  and  after  death  he  had  found  in 
one  case  a  mixed  catarrhal  and  interstitial  nephritis  and  in  the 
other  catarrhal  nephritis.  His  experience  had  been  mainly 
clinical  and  it  was  attended  by  pathological  findings  in  the  two 
experiences  he  was  enabled  to  relate.  He  had  not  met  with  in 
the  post-mortem  room,  by  accident  as  it  were,  such  cases  as  Dr. 
Sutherland  and  Mr.  Thomson  Walker  had  placed  on  record.  On 
the  other  hand  he  had  examined  the  urine  of  a  nimiber  of  cases 
of  congenital  syphilitic  infants  and  he  had  not  found  evidence  of 
nephritis,  catarrhal  or  otherwise.  Albuminuria  in  infants  must 
not  be  looked  upon  as  indicating  nephritis  apart  from  definite 
physical  signs  and  the  finding  of  renal  inflammatory  products 
in  the  imue. 
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65.  ON    SPLENOMEGALY   IN    INFANTS    AND   YOUNG 
CHILDREN. 

By  GEORGE  CARPENTER,  M.D. 

Enlargement  of  the  spleen  is  not  an  uncommon  mani- 
festation in  early  childhood,  and  it  is  frequently  found 
enlarged  in  infancy. 

The  clinical  material  which  has  passed  through  my 
hands  during  the  last  few  years  at  the  Evelina  and  the 
North-Eastern  Hospitals  for  Children  comprises  348  cases 
in  which  the  spleen  was  enlarged,  as  determined  by  pal- 
pation, from  all  causes  during  the  first  twelve  years  of 
life,  cases  such  as  are  commonly  found  in  out-patient 
hospital  practice,  and  which  have  not  been  selected. 

For  convenience  of  description  I  have  arranged  the 
cases  in  charts  {vidr  Chart  I). 

In  this  chart  each  horizontal  line  denotes  one  case, 
and  each  period  of  time  which  has  been  selected  for 
examination  comprises  three  months,  and  is  bounded  by 
a  vertical  line ;  thus  during  the  first  two  years  of  life 
eight  three-monthly  periods  will  be  noted.  After  the 
first  two  years  of  life  the  periods  of  time  have  been 
extended  to  six-monthly  intervals  for  the  folhiwing  two 
years,  and  to  yearly  intervals  after  that  time. 

A  study  of  this  chart  shows  that  during  the  first  six 
months  of  life  cases  of  splenomegaly  are  very  frequent 
indeed.  By  the  ninth  month  there  is  a  great  diminution, 
and  the  number  has  decreased  by  more  than  half.  This 
diminution,  however,  is  followed  within  the  next  three 
mouths  by  a  very  rapid  rise  up  to  the  first  year,  the 
nuiiilicr  increasing  to  as  many  as  that  met  with  during 
the  first  three  months  of  life.  A  fall  in  numbers  next 
occurs,  and  when  the  eighteenth  month  is  reached  cases 
a,re  about  as  numerous  as  at  the  ninth  month  of  life. 
Then  there  is  a  steady  rise  in  tlie  numbers,  wliicli  ;il)ont 
equal  that  of  the  fiftee   th   month,  and  from    that  period 
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to  the  fourth  year  there  is  a  steady  fall,  and  by  that 
time  cases  are  becoming  uncommon. 

In  this  chart  three  large  pinnacles  of  splenic  enlarge- 
ments are  depicted  :  a  lofty  pinnacle  during  the  first 
three  months,  which  maintains  its  height  for  the  following 
three  months ;  an  equally  high  pinnacle  at  the  twelfth 
month  ;  and  a  well-marked  pinnacle,  but  of  less  altitude, 
at  the  second  year. 

Splenic  enlargements  are  very  numerous,  therefore, 
during-  the  first  two  years  of  life,  amounting  to  something 
like  seven  ninths  of  the  total  number  of  my  cases. 

Chart  II  comprises  fifty-seven  cases  of  undoubted 
syphilis  associated  with  enlargement  of  the  spleen.  The 
cases  have  been  arranged  on  a  similar  plan  to  that 
adopted  in  Chart  I. 

It  will  be  seen  that  the  to})  of  the  s^'philitic  pinnacle 
is  within  the  first  three  months  of  life,  and  that  by  the 
ninth  month  the  number  of  cases  has  very  greatly 
diminished,  but  remains  more  or  less  steady  for  the 
following  six  months,  and  that  from  the  eighteenth  month 
onwards  undoubted  cases  of  sy23hilis  with  splenomegaly 
are  quite  uncommon.  It  is  interesting  to  note  that  four 
of  my  cases  in  which  the  spleen  was  enlarged  attended 
the  hospital  for  caulifiower-like  condylomata  ani.  viz. 
two  at  five  years  of  age,  one  at  thirteen  months  old,  and  one 
at  fifteen  months  old,   Avithout  other  evidence  of  syphilis. 

In  the  vertical  columns  the  number  of  these  cases  that 
were  rickety  also  is  indicated ;  they  amount  to  ten 
instances,  and  out  of  fifteen  cases  nine  were  rickety. 

There  were  three  cases  of  cranial  osteophj'tes  (Parrot^s 
nodes),  all  of  these  cases  being  rickety  likewise,  and  in 
one  case  craniotabes  was  associated.  The  number  of  cases 
with  craniotabes  in  this  series  is  also  indicated.  it  will 
be  noted  that  craniotabes  is  most  usually  encouiitered 
during  the  first  six  months  of  life.  In  Chart  I  all  the 
cases  which  had  craniotabes  are  denoted  by  a  double  line, 
and  the  same  feature  is  prominent,  viz.  that  craniotabes  is 
most  frequently  met  with  during  the  first  six  months  of  life. 


298  SPLENOMEGALY  IN  INFANTS 


111  my  experience  splenic  enlargements  in  children  up 
to  six  months  of  age  may  be  estimated  to  occur  in  about 
40  per  cent,  of  indisputable  syphilitic  infants.'^ 

Passing  now  to  Chart  III^  there  are  there  represented 
sixty  cases  with  enlargement  of  the  spleen  and  chronic 
"  snuffles,"  and  over  one  third  of  these  cases  were  asso- 
ciated with  craniotabes.  Here  the  same  feature  is  pro- 
minent, that  craniotabes  is  most  common  during  the  first 
six  months  of  life.  Of  these  sixty  cases  twenty-three 
were  rickety,  the  majority  being  decidedly  rickety,  and  of 
these  rickety  children  two  were  very  rickety,  and  four 
among  them  had  Parrot's  nodes.  There  Avere  also  two 
cases  of  Parrot's  nodes  that  were  not  rickety. 

A  doubtful  sign  of  congenital  syphilis  when  taken 
alone  is  perhaps  of  no  great  value,  but  wdien  two  or  more 
doubtful  signs  occur  in  conjunction  the  balance  of  evi- 
dence is  then  strongly  in  favour  of  a  positive  diagnosis. 

Chart  IV  concerns  thirty  cases  of  splenomegaly,  wlierein 
syphilis  could  not  be  excluded  by  reason  of  the  family 
history  or  of  some  doubtful  personal  factor. 

Of  these  cases  seventeen  showed  some  signs  of  rickets^ 
and  the  bulk  of  them  were  definitely  rickety,  and  one  was 
very  rickety.  Two  of  the  rickety  cases  had  Parrot's 
nodes.  There  was  but  one  case  of  craniotabes  among 
them,  and  that  was  a  very  late  exam])le,  viz.  during  the 
twenty-first  month  of  life. 

If  the  obvious,  the  probable,  and  the  possible  cases  of 
syphilis  be  added  together  the  total  amounts  to  but  147 
cases,  201  short  of  the  total  number  of  enlarged  spleens. 

I  propose  next  to  deal  with  several  physical  signs  which 
are  frequently  associated  with  splenic  enlargements,  and 
are  therefore  of  more  than  ]iassing  interest,  and  to  which 
I  have, -in  times  gone  by,  devoted  some  study;  I  refer  to 
craniotabes,  cranial  osteoj'hytes,  and  chronic  "  snvffles." 

It  will  be  noticed  that  I  have  i)urposely  in  the  charts 
not  set  any  specific  value  to  the  two  former  signs,  so  that 
the  issue  may  not  be  confused ;  but  attention  has  been 
'  '  Syphilis  in  CliiLlrcn,'  by  George  Carpenter,  see  p.  ."A). 
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drawn  to  these  conditions^  and  the  number  of  cases 
suffering  from  them  has  been  duly  noted  in  the  charts. 

In  regard  to  craniotabes,  the  remarks  which  I  am  now 
about  to  make  in  reference  to  the  aetiology  of  this  mani- 
festation are  the  outcome  of  a  study  of  238  cases  of  that 
condition."^  t 

These  cases  did  not  comprise  instances  of  thinning  of 
the  skull  bones  in  the  neighbourhood  of  the  cranial  sutures 
and  the  fontanelles,  but  were  examples  of  thinning  of  the 
cranial  vault  away  from  the  sutures.  I  have  ah-eady 
pointed  out  elsewhere  that  the  parietal  bones  are  those 
most  commonly  involved,  and  the  frontal  bones  rarely 
suffer,  and  then  only  in  association  with  other  cranial 
bones.  The  most  prolific  period  of  the  condition  is  during 
the  first  four  months  of  life,  and  it  is  very  uncommon  from 
the  ninth  month  onwards,  and  by  the  sixteenth  month  it 
is  a  rarity.  During  the  first  six  months,  or  what  I  will 
term  the  active  syphilitic  period  of  life,  it  is  very  common, 
and  during  the  active  rickety  period  it  is  quite  uncommon, 
and  when  the  children  are  most  rickety  that  is  the  least 
likely  time  to  find  it.  If  a  line  of  cases  of  crauiotabes  be 
drawn  in  chart  form  step  by  step  with  a  line  which  denotes 
the  syphilis  cases  among  them,  it  will  be  noted  that  the 
syphilitic  line  follows  the  craniotabic  Avith  great  fidelity. 
A  common  combination  with  craniotabes  is  chronic 
"  snuffles."  Craniotabes  and  chronic  "  snuffles  "  may  be 
the  only  indications  oi  the  syphilitic  taint,  and  I  have  on 
numerous  occasions  proved  the  truth  of  the  suspicion  by 
an  examination  of  other  children  of  the  family,  or  of  the 
parents,  or  by  being  previously  acquainted  with  the  fact 
that  one  or  other  of  the  parents  was  syphilitic. 

Infants  wasted  from  dietetic  errors  are  not,  in  my 
experience,  craniotabic  ;  indeed,  it  is  surprising  how  hard 
the  skulls  are  of  some  of  these  infants. 

There  is  one  othei-  point ;   craniotabes  sometimes  readily 

*  '  Syphilis  in  Children,'  by  George  Carpenter,  j)p.  74 — 78. 
t  '  Reports  of  The  Society  for  the  Study  of  Disease  in  Children.'     Vide 
fig.  21,  p.  215,  vol.  iii. 
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responds  to  mercurial  treatment,  at  others  that  is  not  the 
case.  Craniotabes  may  recover,  and  rickets,  if  associated 
with  it,  may  persist  and  increase.  The  presence  of 
craniotabes  in  an  infant  slioukl  in  my  opinion  excite  a 
strong  suspicion  of  sypliilis. 

Cranial  osteopJiytes'^  (Parrot's  nodes)  are  not  infre- 
quently associated  with  an  enlargement  of  the  spleen — 
about  half  of  the  cases  in  my  experience.  In  a  series  of 
observations  Avliich  I  made  on  this  condition  I  found 
o7"5  per  cent,  of  the  cases  were  undoubtedly  syphilitic. t 
Seeing  the  difhculty  of  detecting  syphilis  at  the  period  of 
life  at  which  these  nodes  are  usually  to  be  found,  so  high 
a  percentage  of  syphilitic  cases  is  very  striking.  Eickets 
is  not  an  essential  factor  in  the  production  of  Parrot's 
nodes,  for  these  may  be  occasionally  produced  Avhen 
rickets  is  absent  or  but  slightly  marked.  The  majority 
of  patients,  however,  are  more  or  less  rickety,  and  some 
are  very  rickety.  The  condition  is  usually  encountered 
during  the  first  two  years  of  life,  being  very  rare  under 
six  months  of  age.  I  found  it  associated  with  chronic 
'^snuffles  "  in  a  quarter  of  the  cases.  In  three  instances 
out  of  forty  I  observed  craniotabes  in  association  with 
Parrot's  nodes.  Occasionally  the  condition  is  combined 
with  periosteal  nodes  elsewhere,  viz.  in  the  long  bones  or 
in  the  phalanges.  Antisyphilitic  treatment,  in  my  experi- 
ence, has  had  no  effect  upon  them,  with  one  or  two  excep- 
tions I  can  call  to  mind,  and  the  peculiarity  of  the  skull  when 
once  contracted  may  be  detected  with  more  or  less  ease 
at  puberty,  though  time  tends  to  tone  down  the  condition. 

I  am  in  favour  of  the  view  that  Parrot^s  nodes  is  a 
syphilitic  manifestation,  and  the  condition  always  excites 
in  my  mind  the  strongest  suspicion  of  that  complaint. 

Of  eleven  cases  dealt  with  here,  three  will  he  found  in 
Chart  II  in  syphilitic  children,  one  of  them  being  crauio- 
tabic.      Six   will  be    found    in  Chart   III   associated  with 

*   Vide  Postscript,  '  Reports  of  The  Society  for  the  Study  of  Disease  in 
Children/  vol.  iii,  p.  221. 

I  '  Syphilis  in  Childi'cn,'  by  Goorge  Carpenter,  pj).  70 — 74. 
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clii'onic  "  snuffles  "  and  splenic  enlargements,  and  two  will 
be  found  in  Chart  IV,  whicli  deals  with  doubtful  cases  of 
syphilis. 

Chronic  "  snuffles ''  is  a  very  important  condition  in 
infancy.  It  is  usually  admitted  that  infants  are  liable  to 
coryza  ;  indeed,  many  infants  are  introduced  into  the  world 
with  a  non-specific  cold  in  the  head.  Such  troubles  are 
of  short  duration  usually,  though  they  may  recur. 
Chronic  "  snuffles,"  or  a  chronic  cold  in  the  head,  is  quite 
another  matter.  It  is  the  long  duration  that  distinguishes 
the  complaint  from  the  simple  affection.  In  a  certain 
proportion  of  nurselings  it  is  possible  in  such  cases  to  feel 
the  posterior  nares  and  exclude  congenital  adenoids,  but 
in  others  it  is  impossible  to  make  a  digital  examination. 
In  older  children  the  subject  of  chronic  "  snuffles " 
adenoids  are  not  infrequently  to  be  felt,  but  it  is  equally 
true  that  they  are  not  infrequently  absent.  I  -am  under 
the  impression  that  chronic  naso-pharyngeal  catarrh  is 
conducive  to  adenoids,  and  certainly  the  detection  of 
congenital  adenoids  does  not  exclude  syphilitic  coryza. 

The  points  of  interest  about  the  condition  to  my  mind 
are  the  facts  that:  (1),  chronic  "snuffles"  undoubtedly 
occurs  with  great  frequency  in  congenital  syphilis,— that 
will  be  readily  admitted  by  all;  (2),  that  chronic 
"  snuffles "  and  craniotabes  have,  in  my  experience, 
frequently  been  found  associated ;  (3),  that  chronic 
"  snuffles "  and  enlarged  spleens  are,  as  my  figures 
demonstrate,  not  infrequent  associates,  Avitli  sometimes 
craniotabes  in  addition  {vide  Chart  III)  ;  (4),  that  some 
cases  of  chronic  "  snuffles  "  are  associated  with  adeuoids, 
and  that  it  is  not  always  possible  to  say  that  the  ade- 
noids are  the  primary  condition  ;  that  in  a  certain  pro- 
portion of  the  cases  which  can  be  successfully  examined 
digitally  the  naso-pharynx  is  quite  free  from  adenoid 
growth;  (5),  that  chronic  "snuffles"  is  not  always 
attended  by  a  discharge  from  the  anterior  nares.  The 
discharge  is  apt  to  trickle  down  the  posterior  pharyngeal 
wall    and   give   rise    to    a   reflex    congh ;    (6),  that  chronic 
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"  snuffles "  wlien  occurring  alone  mar  be  of  doubtful 
import,  but  when  found  associated  with  craniotabes,  or 
splenic  enlargements,  or  Parrot's  nodes,  or  a  combination 
of  these  or  other  conditions  suspicious  of  syphilis,  the 
balance  of  evidence  is  in  favour  of  it  l)eing  a  syphilitic 
manifestation. 

In  Chart  Y  the  same  plan  of  recording  cases  has  been 
adopted,  and  this  chart  deals  with  131  cases  of  spleno- 
megaly associated  with  rickets,  in  which  there  was  neither 
family  history  nor  evidence  on  the  person  of  syphilis. 
Of  the  rickety  cases,  it  must  be  admitted  at  once  that 
splenic  enlargements  are  much  more  frequently  met  with 
in  those  who  are  undeniably  rickety  than  in  those  who 
are  only  slightly  so.  In  six  cases  only  were  the  children 
very  rickety.  The  existence  of  I'ickets,  however,  in  cases  of 
splenomegaly  is  more  frequent  than  the  chart  gives 
credit  for.  As  has  been  mentioned  already,  examples  of 
rickets  have  arisen  in  the  cases  enumerated  in  Charts  II, 
III,  and  lY.  The  total  number  with  rickets  would  be  180, 
just  a  trifle  over  half  the  number  of  cases  dealt  with. 
Rickets  is  therefore  slightly  more  in  evidence  than 
syphilis.  At  the  utmost  I  can  only  arrive  at  a  total  of 
147  cases  of  syphilis,  whereas  180  children  were  rickety. 

A  study  of  this  chart  shows  two  strongly  marked 
periods  during  this,  the  rickety  age,  viz.  at  and  about  the 
first  and  second  years  of  life.  For  a  reason  which  is  not 
quite  obvious,  there  appears  to  be  a  decline  of  rickets 
about  the  eighteenth  month  of  life.  Rickets  is  certainly 
most  common  at  the  first  and  second  years  of  life. 
Cases  begin  to  develop  rapidly  at  the  ninth  month 
onwards,  and  to  rapidly  decline  after  the  third  year. 
Chart  Y  also  demonstrates  how  uncommon  a  feature 
craniotabes  is  during  the  rickety  age,  and  how  uncommon 
it  is  in  the  cases  apparently  free  from  syphilis.  It  will 
be  noted  that  in  a  certain  proportion  of  cases  rickets 
occurs  at  from  three  to  six  months  of  age.  In  the 
absence  of  periosteal  extension  u]i  the  shafts  of  the  bones 
it    is    difficult   to    separate    the    rickety    joint    from    the 
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sypliilitic.  Sucli  enlargements  occurring  during  the 
syphilitic  age  may  possibly  have  Ijeen  syphilitic,  though 
they  have  been  counted  as  rachitic.  On  the  other  hand,  it 
will  be  seen  that  there  were  no  cases  of  this  condition 
during  the  first  three  months  of  life. 

Chart  Yl  is  a  composite  chart  which  comprises  all 
cases  of  splenomegaly,  denoted  by  a  thin  line  as  in  Chart 
I.  It  comprises  cases  of  syphilis  in  Chart  II  united  with 
cases  of  chronic  "  snuffles,"  many  with  craniotabes,  shown 
in  Chart  III.  These  syphilitic  cases  are  represented  by 
a  deep  black  line.  Cases  of  rickets  are  represented  by 
a  broken  line,  and  have  been  taken  from  Chart  V.  Chart 
YI  also  indicates  the  number  of  ail  these  cases  that  had 
craniotabes,  and  these  are  represented  by  a  double  line. 
In  this  composite  chart  the  thirty  possible  cases  of  syphilis 
depicted  in  Chart  IV  have  not  been  included.  It  will  be 
remembered,  however,  that  seventeen  of  these  thirty 
cases  showed  signs  of  rickets,  the  bulk  of  them  being- 
very  definitely  rickety.  From  this  it  would  appear  that 
all  cases  occurring  within  the  first  three  months  of  life 
are  probably  syphilitic.  During  the  next  period  of  three 
months  the  great  majority  are  certainly  syjjhilitic,  a  few 
are  possibly  rickety,  and  six  out  of  forty-six  cases  cannot 
be  accounted  for.  During  the  next  three  months  still  the 
majority  of  cases  are  syphilitic,  and  there  is  but  one  case 
in  which  there  is  evidence  neither  of  syphilis  nor  rickets. 
By  the  twelfth  month  syphilis  has  still  further  decreased 
and  rickets  still  further  increased.  In  three  cases  only  is 
there  evidence  neither  of  syphilis  nor  rickets.  By  the 
fifteenth  month  in  four  cases  only  was  there  evidence 
neither  of  syphilis  nor  rickets,  and  rickets  is  a  little  more 
in  evidence  than  syphilis.  By  the  eighteenth  month 
syphilis  is  not  a  strong  feature,  but  rickets  is  pronounced. 
Four  at  least,  however,  cannot  be  accounted  for.  By  the 
twenty-first  month  the  majority  are  rickety  ;  the  remainder 
are  syphilitic  or  are  possibly  so.  By  the  second  year 
the  majority  are  rickety,  and  but  three  only  cannot  be 
accounted  for.      By  two  and  a  half  years  syphilis  amounts 
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to  a  suspicion  in  one  case  only.  All  are  rickety  except 
six,  Avhicli  does  not  include  tlie  suspicious  case,  and  tliree 
cannot  be  accounted  for.  By  tlie  third  year  there  is 
triding  evidence  of  syphilis,  and  rickets  is  the  more 
prominent  of  the  two.  Two  cases  could  not  be  accounted 
for.  By  tliree  and  a  half  years  two  were  rickety  and 
tliree  could  not  be  accounted  for.  By  the  fourth  year 
one  was  rickety,  and  one  was  doubtfully  syphilitic,  and 
one  could  not  be  accounted  for.  It  further  appears  that 
during  the  rickety  age,  viz.  from  the  ninth  month  to  the 
third  year  of  life,  many  more  cases  are  associated  with 
rickets  than  with  syphilis.  During  the  first  four  years  of 
life  the  majority  of  cases  can  be  included  either  under  the 
headings  syphilis  or  rickets. 

There  is  a  close  connection  in  the  chart  between  the 
rickety  curve  and  the  splenic  curve,  though  not  quite  so 
intimate  as  that  between  the  early  syphilitic  and  the 
splenic ;  and  the  connection  between  the  two  is  much 
closer  bptween  the  latter  half  of  the  rickety  period  than 
during  the  first  half.  If  the  rickety  cases  in  Charts  III 
and  TV  were  added  the  connection  between  the  rickety 
and  splenic  curves  would  be  more  intimate  still,  and  the 
syphilitic  would  sink  somewhat  by  reason  of  the  loss  of 
Chart   III. 

It  will  also  be  seen  that  syphilis,  for  the  first  fifteen 
months  of  life,  is  a  not  unimportant  factor,  though  by  the 
eighteenth  month  the  zero  line  is  closely  approached,  and 
syphilis  does  not  materially  affect  the  result  after  that  period. 

Splenic  enlargement,  however,  is  not  a  necessary  asso- 
ciate of  rickets ;  indeed,  many  cases  of  advanced  rickets 
are  free  from  enlargement  of  the  spleen,  and  the  great 
majority  of  rickety  children  have  no  splenic  enlargement. 

Chart  VII  deals  with  sixty-six  cases  of  splenomegaly 
in  which  there  was  evidence  neither  of  syphilis  nor  rickets. 
The  diseases  with  which  the  enlargements  were  associated 
have  also  been  recorded  in  many  instances. 

It  is  rare  to  find  the  spleen  enlarged  in  general  tubercu- 
losis by  reason   of   masses   of   tubercle   within  the   organ. 
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A  tuberculous  spleen  like  hardbake  is  rare,  and  tubercle 
in  the  spleen  in  (quantity  is  uncommon.  A  grey  or  yellow 
tubercle  here  and  there  in  the  organ,  with  perhaps  one  or 
two  in  the  capsule,  is  the  common  thing,  and  the  enlarge- 
ment of  the  spleen,  when  it  is  present  in  these  cases  has 
appeared  to  me  to  lie  mostly  due  to  causes  other  than 
general  tuberculosis. 

The  three  cases  of  ague  were  imported  from  North 
Carolina. 

I  would  call  attention  to  the  not  infi-ecpient  association 
of  catarrhal  jaundice  with  splenic  enlargement.  This 
organ,  like  the  liver,  appears  to  l)ecome  temporarily  en- 
gorged in  this  disease. 

It  will  be  noticed  that  one  of  the  cases  in  this  group 
had  Parrot's  nodes,  and  another  had  a  twin  sister  who  was 
rickety  and  had  Parrot's  nodes. 

There  are,  therefore,  two  important  conditions  of  ill- 
health  which  are  frequently  associated  with  splenomegaly 
in  infants  and  young  children,  viz.:  (1),  syphilis;  (2), 
rickets;  and  there  is  (3),  an  undetei-mined  cause  or  causes. 
At  least  two  of  the  known  conditions  which  accompany 
splenomegaly  are  admittedly  in  a  high  potential  state 
during  the  tirst  two  or  three  years  or  more  of  life. 
Omitting  the  undoubted  direct  influence  of  syphilis  in  the 
production  of  splenomegaly — for  it  occurs  in  syphilitic 
foetuses, — rickets  is  very  prevalent  at  this  pei'iod  of  infantile 
life-history. 

Whether  the  alterations  in  the  blood  which  induce 
rickets  are  capal)le  of  producing  at  the  same  time  the 
splenic  enlargements  which  undoubtedly  arise  in  rickety 
subjects  is  not  (piite  obvious,  for  the  spleen  is  not  usually 
increased  in  size  in  that  disorder,  and  when  enlarged  the 
size  of  the  spleen  is  in  no  sense,  as  it  is  in  syphilis,  a 
measure  of  the  rickety  cachexia.  Nor  is  antemia  a 
necessary  part  of  rickets.  I  have  frequently  observed 
very  rickety  children  without  any  evidence  of  anaemia. 
Further,  I  have  seen  decidedly  rickety  and  artfernic 
children  develop  splenic  enlargements  while  under  obser- 
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vatiou.  I  liiive  also  observed  enlai'u'ement  (jf  tlie  spleen 
where  there  had  been  rickets,  but  where  that  condition 
had  disappeared.  I  have  also  seen  rickety  children  with 
enlargement  of  the  spleen  become  iiiore  rickety  while  the 
spleen  diminished  greatly  in  size.  S])lenic  enlargement 
in  rickety  children  is  possibly,  therefore,  an  epiphenomenon. 
Rickets  is  not  a  disease  the  main  feature  of  Avhich  is 
characterised  by  passive  deprivation  of  the  lime  salts  alone, 
but  a  strong  feature  of  rickets  is  the  active  overgroivth  of 
the  cartilaginous  growing  ends,  undue  activity  in  the 
production  of  the  scaffolding  suited  to  a  good  building, 
with  the  deposition  of  jerry-built  walls. 

This  undue  activity  at  the  growing  ends  and  l)eneath  the 
periosteum  suggests  an  irritant,  whatever  may  be  the 
explanation  for  a  temporary  deficient  ossification  and 
undue  softness  of  the  bones, — of  an  irritant  which  is  ]ri'()ba- 
bly  manufactured  in  the  intestines,  and  is  carried  liy  the 
blood-stream  to  the  skeleton. 

Perhaps  sy]ihilis,  which  by  reason  of  the  state  of  ill- 
health  which  it  ]n-()duces  is  undoubtedly  favourable  to  the 
occurrence  of  rickets,  may  be  answerable  for  the  produc- 
tion of  some  of  the  tardy  splenic  develo])ments  which  occur 
in  rickety  infants.  Thus  one  child  under  my  care  was 
very  anajmic  and  very  rickety,  and  had  craniotabes.  The 
ci'aniotabes  disap])eared  and  gave  place  to  Parrot's  nodes'^ 
and  an  enlarged  s])leen,  the  child  being  rickety  the  while. 

An  ex])lanation  is  still  required  for  the  undetei-mined 
cases  which  are  free  from  syphilis,  as  far  as  it  is  possible  to 
exclude  that  disease,  and  which  are  certainly  not  rickety. 

The  prevailing  characteristics  of  the  first  two  or  three 
years  of  infant  life  are  dietetic  errors  and  gastro-intestinal 
disturl)ances.  Defective  hygienic  environment  among  the 
])()or  is  connnon  to  all  ages  of  childlnxjd,  and  is  not  peculiar 
to  infancy  ;  but  unsuitable  feeding  and  bowel  troubles  are 
the  special  features  of  this  age, —  of  an  age  when  the  s])leen 
is   so  ])rone  to   enlargement,  of  an   age  when   rickets  is    so 

*    Vide  another  example,    '  Keports  of    'I'he    Society   lor   tlie    Stxuly   of 
Disease  in  Children,'  Postcript,  p.  221,  vol.  iii. 
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coinmoii.  It  may  well  be  that  intestinal  auto-intoxication, 
in  the  absence  of  other  channels  of  septic  absorption,  or 
otlier  causes  for  ill-health  in  the  shape  of  previous  severe 
illness,  or  by  mineral  or  other  jioisoning,  nray  be  held 
responsible  for  sjilenomeg-aly.  That  continued  bowel 
trouldes  in  infants  are  ])rovocative  of  rickets  is  undoubted  ; 
so,  too,  are  they  of  splenomegaly,  but  it  will  not  do  at 
present  to  push  the  analogy  too  far,  for  the  evidence  says 
nothing  as  to  whether  the  poisons  which  ])roduce  rickets, 
splenomegaly,  and  an.emia  are  identical  or  differ  among 
themselves.  These  several  conditions  are  associated  by 
reason  of  the  time  of  life  at  which  they  hap])en  to  be 
prevalent,  but  I  take  it  that  they  might  be  due  to  a 
diversity  of  causes,  all  of  which,  however,  may  emanate 
from  the  bowels.  As  I  ])reviously  remarked,  it  appears  to  me 
that  splenic  enlargement  in  rickets  is  an  e])i})henomenon. 

But,  in  this  group  also  there  are  difficulties  in  the 
way  of  excluding  syphilis.  Thus  1  have  seen  a  ])allid, 
"  snuffling  "  infant,  with  marked  craniotabes  which  was 
cured  by  mercury.  Some  months  later,  while  still  under 
mercurial  treatment  and  still  very  anasmic,  but  without 
leucocytosis,  it  develo]ied  a  large  s]deen,  and  it  was  free 
from  obvious  rickets.  It  suV)sequently  became  fat  and 
rosy-looking  when  arsenic  was  added  to  its  medicine.  The 
spleen,  nevertheless,  remained  unchanged.  A  year  later 
the  spleen  was  normal.  Arsenic,  cod-liver  oil,  and  iron 
had  been  taken  in  the  meanwhile.  Hei-e  are  other  ex- 
amples : — Twin  infant  sisters  had  gi'eatly  enlarged  spleens. 
One  of  these  was  non-i'ickety,  and  syphilis  c()uld  not  be  de- 
tected. Anaemia  became  extreme  without  leucocytosis,  and 
she  died  {vide  Case  No.  17,  page  816).  The  other  twin  was  a 
little  rickety,  lost  its  an£Bmia,l)ecame  more  rickety  the  while, 
and  deveh)ped  Parrot's  nodes,  the  spleen  still  remaining 
full  large.  In  another  set  of  twin  infant  sisters,  in  whom 
there  was  evidence  neither  of  rickets  nor  sy])hilis,  in  one 
of  them  the  spleen  was  enormously  enlarged,  while  that  of 
the  other  was  quite  natural.  The  feeding  and  environ- 
ment   of   both    Avere    identical.      1    have   also  seen  splenic 
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enlargements  under  similar  hygienic  conditions  in  young 
children  of  the  same  family. 

TJie  blood. — Children  with  splenomegaly  are  often  not 
obviously  anfemic.  Their  colour  ranges  from  a  doubtful 
pallor  through  var3'ing  gradations  to  a  milk-and-water 
hue  with  a  bluish  tinge  about  the  lips^  or  to  a  lemon-yel- 
low a])pearance.  Petechiee  and  bruises  are  not  uncommon 
in  the  very  severe  cases,  and  these  often  herald  a  fatal 
termination,  but  not  invariably.  Some  of  these  severe 
cases  are  the  subject  of  lichen  urticatus,  a  not  uncommon 
complication  of  splenomegaly,  and  I  have  in  them  some- 
times noticed  the  occurrence  of  haemorrhages  into  the 
urticarial  lesions.  Oedema  of  the  extremities  and  occa- 
sional albuminuria  wei'e  noted  in  some  of  the  fatal  cases. 

The  cases  can  be  conveniently  classified  under  several 
headings. 

(T)  Cases  of  deficient  hsemoglobiu.  The  haemoglobin  was 
deficient,  and  ranged  from  82  per  cent,  to  47  per  cent.  The  red 
corpuscles  were  inei'eased  iii  quantity  from  100  per  cent,  to  140 
per  cent.  The  colour  index  ranged  from  '4  to  7.  The  ratio 
of  white  corpuscles  te)  red  varied  between  1  to  1300  and  1  to 
480.     The  fihns  were  normal. 

(2)  Cases  where  the  haemoglobin  Avas  deficienl  and  the  red 
corpuscles  were  reduced  in  number.  Sometimes  the  red  cor- 
puscles varied  in  size,  and  poikilocytes  were  seen  together  with 
granular  degeneration  of  the  red  corpuscles  and  polychroniato- 
philia.  Norniol )lasts  and  megaloblasts  were  occasionally  seen. 
The  Avhite  corpuscles  were  not  increased  in  nund)er,  Imt  an 
occasional  myelocyte  was  observed. 

(3)  Cases  similar  to  No.  2,  and  also  some  with  more  advanced 
changes  in  the  red  corpuscles,  in  which  there  was  polymorphous 
leucocytosis  of  varying  degree,  and  sometimes  it  was  very  ex- 
tensive. It  was  not  common  to  find  nuich  more  than  about  10 
per  cent,  of  myelocytes. 

(4)  Two  cases  in  which  the  h8eniogl()bin  was  very  low,  viz. 
13  per  cent,  and  18  per  cent.,  and  in  whirh  tlie  red  corpuscles 
were  greatly  reduced  in  nuinlier,  viz.  \n  11*  per  cent,  and  to 
55  per  cent.  Microsco})ically  mauv  luicleated  red  blood-cor- 
puscles   were    seen    together    with     megaloblasts.       Microcytes, 
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uiacrocytes,  and  poikilocytes  were  found,  and  polychromatopliilia. 
There  was  polymorphous  lencocytosis  in  the  first  case,  1  white  to 
66  red  corpuscles,  and  a  few  myelocytes  were  seen  in  the  other. 
(5)  I  have  two  examples  of  leukaemia  in  young  children ;  one 
was  lymjjliatic,  and  the  other  spleno-)iiyeIogenous.  In  both  forms 
the  haemoglobin  was  greatly  reduced,  and  also  the  red  corpuscles. 
In  the  former  the  red  corpuscles  were  unchanged,  in  the  latter 
the  films  showed  poikilocytes,  macrocytes,  and  microcytes,  and 
numerous  normoblasts  and  megaloblasts  and  karyokinesis.  In 
the  former  the  lymphocytes  were  99' 18  per  cent.,  mainly  the 
small  lymphocytes.  The  polymorphonuclear  leucocytes  were 
greatly  diminished.  A  few  eosinophiles  and  myelocytes  were 
seen.  Dr.  McCaw,  of  Belfast,*  has  recently  reported  a  case  to 
this  Society  in  a  non-rickety  and  non- syphilitic  infant  eighteen 
months  old.  The  lymphocytes  reached  99'2  per  cent.,  and  a  few 
nucleated  red  corpuscles  were  seen.  In  the  spleno-myelogenous 
infant  the  myelocytes  amounted  to  2 14  per  cent,  of  the  leitcocyte 
count,  the  large  and  small  lymphocytes  to  31-5  per  cent.,  and  the 
polymorphonTiclear  to  46  5  per  cent. 

The  fact  that  the  spleen  is  very  ready  to  enlarge  during 
the  first  two  years  or  more  oi  life  is  sufficiently  obvious, 
but  the  part  played  by  the  enlarged  organ  in  these  cases  of 
splenomegaly  does  not  seem  very  clear. 

AnEemia  may  be  extreme  and  yet  there  be  no  splenic 
enlargement;  and,  on  the  other  hand,  quite  an.  appreciable 
enlargement  of  the  spleen  is  frequently  associated  with  a 
very  mild  form  of  antemia.  Nor  does  an  inquiry  directed 
to  the  supposed  physiological  functions  of  the  spleen  in 
correlation  with  the  known  ])ath()l()gical  conditions  of  the 
blood  assist  in  the  inquiry.  The  post-mortem  findings  are 
equally  unsatisfactory,  as  there  is  nothing  characteristic 
about  the  enlarged  organ  whether  it  be  in  the  case  of  a 
syphilitic  or  not.  Interstitial  changes  and  gummata  are 
great  rarities,  and  then  are  usually  found  after  two  years 
of  age.  Aside  from  the  fact  that  an  enlarged  spleen 
appearing  during  the  first  six  months  of  life,  even  when 
taken    alone,  is    very  suggestive    of    syphilis,    splenic    en- 

*  '  Reports  of  The  Society  for  the  Stiidy  of  Disease  in  Children,'  vol.  iii, 
p.  251 — 255. 
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largements,  as  such,  in  infants  and  young  cliildren  appear 
to  me  to  he  of  no  great  chnical  moment,  and  though  they 
may  point  to  syphilis  in  some  cases,  there  is  no  justitication 
in  ascril:)ing  them  to  that  disorder  in  the  absence  of 
corroborative  signs  ;  their  im]iortance  in  any  event  hes  in 
the  accompanying  condition  of  the  bkxxl,  and  without  ;ni 
examination  of  this  it  is  impossible  to  form  an  opinion  as 
to  tlie  futui'e  prospects  of  the  infant. 

TJit"  liver  is  enhirged  in  tlie  great  majority  of  the  cases 
of  splenomegaly.  Sometimes  this  is  cpiite  tritling,  but  it 
often  keeps  pace  with  the  size  of  the  spleen, — that  is,  it  is 
one  or  two  or  three  or  more  tingers  lielow  the  costal 
margin  in  the  nipple  line.  It  is  sometimes  much  more 
below  the  costal  margin  than  the  spleen  is  in  front  of  it. 
Induration  of  the  organ  in  the  iirst  few  months  of  life 
suggests  syphilitic  intiltration,  and  when  there  is  jaundice 
and  bile-free  stools  from  l)irth  there  is  congenital  malfor- 
mation or  destruction  of  the  bile-ducts,  which  may  ])e 
sy]-)hilitic.  Ascites  may  be  n  prcuninent  feature.  In  later 
childhood  induration  of  the  liver  with  splenomegaly  sug- 
gests cirrhosis  of  the  liver.  Ihdargement  of  the  liver  com- 
bined with  splenomegaly  from  catarrhal  jaundice;  chronic 
heart  disease,  congenital  and  acquired;  lymphadenonui  ; 
leukemia;  lardaceous  disease;  and  ague  are  not  unconnnon. 

The  lynvphatic  glands. — A  trifling  enlargement  of  souu' 
of  the  accessible  lymphatic  glands  is  not  uncommon. 

Proc/nosis. — This  depends  upon  tlu»  condition  of  the 
blood.  A  great  reduction  in  the  hasmoglobin  and  in  tlu' 
number  of  the  red  cells,  especially  if  there  l)e  great 
changes  in  them  in  size  and  form,  is  not  hopeful.  Leuco- 
cytosis,  ;i])art  from  its  nssocintion  from  a  mild  form  of 
ana^nn'a,  especially  if  it  bt'  in  considerable  amount,  renders 
the  outlook  less  promising.  At  all  times  such  childi-en 
;ire  liable  to  succumb  to  broncho-pneumonia.  In  perni- 
cious amenn'a  the  ])repon(lei'ance  of  megaloblasts  over 
normoblasts  is  of  had  omen.  The  changes  in  the  blood 
characteristic  of  leukaMuia  a p] tear  almost  invariably  t(» 
point  to  a  fatal  termination. 
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Treatment  should  be  preventive — the  pi'ovision  of  proper 
food  and  a  hygienic  environment.  Rickets  and  syphilis 
require  appropriate  treatment.  The  anaemia  should  be 
dealt  with  by  fresh  air  and  good  food  and  the  correction 
of  bowel  complaints.  Of  drugs,  iron  and  arsenic  were 
used,  as  also  the  inhalation  of  oxygen  over  prolonged 
periods,  and  they  certainly  appeared  to  do  good  in  many 
cases.  Hfematogen  has  also  proved  of  some  benefit,  but 
I  have  not  seen  anj*  advantage  dei'ived  from  bone-marrow. 

Appended  are  a  few  illustrative  cases.  I  have  to  ex- 
press my  indebtedness  to  Dr.  David  Xabarro  foi-  his 
valuable  assistance  in  working  out  the  blood  changes  in 
the  bulk  of  these  cases. 

1.  Dorotliy  S — ,  aged  7  mouths.  Ribs  beaded,  ankle.s  ridged. 
Spleeu  one  aud  a  half  fingers,  and  liver  two  and  a  half  fingers 
below  costal  margin.  "  Snuifles  '"  ever  since  birth  more  or  less  ; 
no  adenoids. 

Haemoglobin  60  per  cent.;  red  corpuscles  7,000,000  per 
c.mm..  140  per  cent.  ;  colour  index  '43.  White  corpuscles 
9000  per  c.mm.,  ratio  1  to  780.  Films  normal.  No  nucleated 
red  corpuscles.  Leucocytes  normal.  The  infant  died  some 
three  weeks  later,  its  death  Iteiug  preceded  by  some  gastric 
disturbance. 

2.  Eva  S — ,  aged  8  yeai's.  Rickety.  Spleen  two  fingers 
below  costal  margin,  and  liver  large  but  not  hard.  No  history 
of  syphilis.  She  is  somewhat  bronzed  about  her  abdomen. 
Jaundice  at  the  age  of  two  years.  Has  recently  been  in  the 
hospital  with  pneumonia.     Not  anaemic dooking. 

Haemoglobin  82  per  cent.  ;  red  corpuscles  6,000,000  per 
c.mm.,  132  per  cent.  ;  colour  index  '62.  White  corpuscles 
12,400  per  c.mm.,  ratio  1  tt)  532. 

3.  Dorothy  S — ,  aged  1  year  11  months.  Decidedly  rickety ; 
no  evidence  of  syphilis  ;  bottle-fed.  Spleeu  one  finger,  and  liver 
two  fingers  below  the  costal  margin.  A  little  pale,  but  this  is 
not  a  marked  feature. 

Haemoglobin  62  per  cent. ;  red  corpuscles  6,500,000,  per 
c.mm.,  130  per  cent.  :  colour  index  5.  White  corpuscles  5000 
per  c.mm.,  ratio  1  to  1300. 
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-i.  Phyllis  C — ,  aged  2  years  aud  1  month.  Nut  rickety.  l)iit 
pot-bellied.  Not  syphilitic.  Accessilile  lymphatic  glands  shotty. 
Spleen  one  finger  and  liver  two  fingers  below  the  costal  margin. 
Accessible  lymphatic  glands  shotty.  Anaemic  ;  three  small  bruises 
front  of  left  shin. 

Hsemugloliin  47  per  cent,  to  48  per  cent.  :  red  corpuscles 
6,000,000  per  c.mm.,  120  per  cent.  ;  colour  index  4.  White 
corpuscles  10,200  per  c.mm.,  ratio  1  to  588.  Films  show  nothing 
abnormal.  Six  weeks  later  it  was  a  better  colour,  but  it  was 
sick  in  the  morning  and  its  bowels  were  relaxed,  and  it  was 
thought  to  be  losing  flesh.     The  spleen  was  smaller. 

5.  William  W — ,  aged  6  months.  Beaded  ribs  obvious  :  wrists 
jjIus,  and  ankles  j>?^<s.  Chronic  "  snuffles,'"  a  discharge  from  the 
nose,  and  "  child  crowing."  Spleen  one  finger  and  liver  half  a 
finger  below  the  costal  margin. 

Haemoglobin  75  per  cent.  :  red  corpuscles  5,500,000  per 
c.mm..  110  per  cent.  ;  colour  index  7.  White  corpuscles  11,300 
per  c.mm..  ratio  1  to  490.  The  films  look  normal.  The  white 
corpuscles  are  not  increased  :   excess  of  lymphocytes  present. 

6.  Lilian  S — ,  aged  10  months.  Beaded  ribs  ;  wrists  plus. 
Craniotabes  right  parietal  bone  ;  bottle-fed.  "  Snuffles  "'  now,  and 
when  she  was  born  a  little.  Spleen  two  fingers  and  liver  just 
below  the  costal  margin.  Glands  in  the  groin  shotty.  A  trifle 
pale.     "  Sick  at  everything.'" 

Haemoglobin  56  per  cent.  :  red  corpuscles  5.400,000  per 
c.mm.,  108  per  cent.  ;  colour  index  '52.  White  corpuscles  7200 
per  c.mm.,  ratio  1  to  750. 

7.  Ivy  D — .  aged  1  year  and  4  months.  A  little  rickety,  perhaps. 
Three  still-births  ;  bottle-fed.  Thin  and  bad-tempered.  Spleen 
one  finger  and  liver  half  finger  below  the  costal  margin.     Pale. 

Haemoglobin  60  per  cent.  ;  red  corpuscles  5.217,000  per 
cnim.,  104  per  cent. ;  colour  index  6.  White  corpuscles  10,800 
per  c.mm.,  ratio  1  to  480.     Films  normal. 

8.  Louisa  F — ,  aged  1  year  and  3  months.  Not  rickety,  and  no 
evidence  on  the  perscm  of  syphilis,  but  four  children  were  born 
dead,  all  liefore  this  (me.  "Thrush."  but  not  to  the  calves. 
Spleen  two  fingers  and  liver  two  fingers  below  the  costal  margin. 
A  good  deal  of  post-nasal  catan'h,  but  nothing  to  be  felt  digitally. 
Pale,  but  not  specially  so.     The  erythrocytes  are  normal  in  size 
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and  shape,  but  display  a  well-marked  central  pallor.  There  is  no 
leucocytosis.  Differential  coimt.  Small  lymphocytes  22'6,  large 
8'0  ;  total  30'6.  Polymorphonuclear  69'0,  eosinophiles  04;  total 
100.  The  child  made  two  or  three  attendances  and  improved 
somewhat.  It  then  developed  pneumonia,  and  no  further  attend- 
ance was  made.     It  probably  died. 

9.  Lilian  C — ,  aged  2  years  and  7  months.  Rickety.  Well- 
marked  parietal  osteophytes,  Imt  no  evidence  of  syphilis  other- 
wise;  a  very  suspicious  history,  however.  Spleen  one  finger  and 
liver  two  and  a  half  fingers  below  the  costal  margin.  Accessible 
lymphatic  glands  normal.     Feeding  bad.     Very  pale. 

Haemoglobin  28  per  cent.  :  red  corpiiscles  3,200,000  per  c.mni., 
6-1  per  cent.  ;  colour  index  "44.  White  corpuscles  4000,  40  per 
cent.,  ratio  1  tt*  310.  Films.  Reds  vacuolated,  very  varialde  in 
size,  especially  macrocytes  present.  No  polychroniatophilia  ;  no 
great  poikilocytosis  ;  no  nucleated  reds.  White  corpuscles  ;  large 
hyaline  corpuscles,  unusually  large.  Oxyphilic,  fine  (polymor- 
phonuclear) 21' 7  percent.,  equals  872  per  c.min. ;  coarse  (eosino- 
philous)  2'4  per  cent.,  equals  96  per  c.mm.  Mononuclear  (small 
lymphocytes)  51"9  per  cent.,  equals  207(3  per  c.mm. ;  (large 
hyaline)  18'8  per  cent.,  equals  772  per  c.mm.  Basophilic  (fine), 
05  per  cent.,  equals  20  ;  coarse  (Mastzellen)  TS  per  cent.,  e(|uals 
00  per  c.mm.  Myelocytes,  all  finely  oxyphilic,  35  per  cent., 
equals  150  per  c.mm. 

10.  Ethel  V.  K — ,  aged  1  year  and  4  mouths.  Rickets  is  not  a 
marked  feature.  Twin  to  Ivy  Avho  died  (vide  Ivy  K — ).  Lips  a 
little  pallid.  Spleen  three  fingers  and  liver  two  fingers  below  the 
costal  margin.  Accessilde  lymphatic  glands  a  little  enlarged. 
Fundus  oculi  normal  Init  pale. 

Haemoglobin  42  per  cent.  Red  corpuscles  3,400,000  per  c.mm.. 
G8  per  cent.  ;  colour  index  (>.  White  corpuscles  6500  per  c.mm., 
ratio  1  to  523.  Films  nothing  abnormal,  no  nucleated  red  cor- 
p\iscles  and  no  myelocytes.  Eighteen  days  later,  under  arsenic 
she  was  better  and  the  spleen  was  not  so  tender.  A  tendency  to 
Parrot's  nodes  was  now  noticed. 

Five  months  later  the  tendency  to  Parrot's  nodes  had  grown 
into  distinct  parietal  bosses  Avith  an  intervening  groove.  She 
was  not  anaemic,  but  very  decidedly  rickety  ;  the  spleen  was  a 
finger's  breadth  less  in  size. 

Haemoglobin   84  per   cent,  to   86   per  cent.      Red  corpuscles 
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5,000,000  per  c.mm.,  100  per  cent.  ;  colour  index  "85.  White  cor- 
puscles 10,000  per  cniin.,  ratio  1  to  500.  Differential  count 
(1000)  :  small  lymphocytes  49-5  per  cent. ;  large  lymphocytes 
15'5  per  cent.  ;  polymorphonuclear  34'7  per  cent.  ;  eosinophiles 
0"7  per  cent.  ;  basophiles  01  per  cent. ;  no  myelocytes.  It  was 
seen  three  months  later,  and  was  then  "  still  further  improved." 

11.  Henry  C — ,  aged  10  nionths.  Ol)viously  rickety,  craniotabes 
right  parietal  and  right  side  of  occipital  bones.  No  evidence 
<.)f  syphilis.  Sottle-fed.  Spleen  one  finger  and  liver  half  a  finger 
below  the  costal  margin. 

Haemoglobin  75  per  cent.  Red  corpuscles  3,800,000  per  c.nim., 
76  per  cent.;  colour  index  1.  White  corpuscles  11,300  per  c.mm., 
ratio  1  to  33(3.  Greatly  improved  under  cod-liver  oil  and 
hffimatogen. 

12.  William  C — ,  aged  1  year  and  2  months.  The  chest  was 
pinched-in  a  trifle  l)elow  the  nipple  level,  otherwise  no  evidence 
of  rickets.  No  evidence  of  syphilis.  Twin  sister  was  healthy, 
and  had  no  splenic  enlargement.  Spleen  four  fingers  below  the 
costal  margin,  reaching  close  to  umbilicus  and  liver,  two  and  a 
half  fingers  below  the  costal  margin.  Accessible  lymphatic 
glands  a  trifle  enlarged.  Fundus  oculi  normal.  Pale,  com- 
plexion sallow. 

Hsemogiobin  50  per  cent. ;  red  corpuscles  4,100,000  per 
c.mm.,  82  per  cent. ;  colour  index  6.  White  corpuscles  8200 
per  c.mm.,  ratio  1  to  500.  Films,  no  abnormal  corpuscles  seen; 
no  myelocytes.  Proportions  of  leucocytes  apparently  unaltered 
(normal). 

13.  Mary  B — ,  aged  2  years  and  5  months.  Not  rickety.  Pot- 
bellied and  chest  pinched  in  below  the  level  of  the  nipples,  and 
may  therefore  have  been  a  trifle  rickety.  Spleen  one  finger  and 
liver  three  fingers  l)elow  the  costal  margin.  Accessible  lymphatic 
glands  a  trifle  enlarged.     Pale. 

Hsemogiobin  58  per  cent,  to  59  per  cent.  ;  red  corpuscles 
4,800,000  per  c.mm.,  96  per  cent. ;  colour  index  6.  White  cor- 
puscles 108,000  per  c.mm.,  ratio  1  to  444.     Films  normal. 

14.  deorge  W — ,  aged  1  year.  Rickety  a  little.  No  history  or 
evidence  of  syphilis.  Breast-fed.  Analysis  of  mother's  milk  by 
Dr.  Pakes:  total  solids  5-83,  fat  2-39,  sugar  2-40,  proteid  1-12. 
Spleen  one  finger  below   the  costal  margin  ;  feels  rather  hard. 
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Accessible  lymphatic  glands  sliottv.     Very  pale,  a  lemon-yellow 
colour.     Two  purpuric  spots  in  front  of  right  ankle. 

Haemoglobin  13  per  cent,  to  14  per  cent. ;  red  corpuscles 
950,000  per  c.mm.,  19  per  cent.  ;  colour  index  7.  White  cor- 
puscles 14,400  per  c.mm.,  ratio  1  to  6(3.  Films,  red  corpuscles 
all  sizes  and  shapes.  Some  megaloblasts  with  polychromato- 
philia.  White  corpuscles  all  kinds,  P  myelocytes.  There  were 
no  pathogenic  germs  in  the  milk.  He  was  ordered  arsenic.  The 
following  day  he  developed  diarrhcBa  and  sickness,  and  the  next 
day  he  died. 

15.  Eose  S — ,  aged  5  months.  Ribs  distinctly  beaded,  Avrists 
plvi^  and  ankles  plus.  Extreme  craniotabes  at  the  posterior 
part  of  the  right  parietal  lione.  "  Snuffles  "  when  born,  which 
"  lasted  up  to  three  weeks  ago."  Has  a  frequent  cough  due  to 
discharge  at  naso-pharynx.  Spleen  one  finger  below  the  costal 
margin  and  liver  one  finger  also.     A  trifle  pale. 

Haemoglobin  60  per  cent. ;  red  corpuscles  2,950,000  per  c.mm., 
59  per  cent. ;  colour  index  1.  White  corpuscles  36,500  per  c.mm., 
ratio  1  to  80.  Films  look  normal.  Red  corpuscles  in  rouleavix. 
White  corpuscles  considerably  plm.  Ordered  hsematogen.  He 
attended  for  a  short  time  and  was  better. 

16.  WiUiam  T — ,  aged  1  year.  Very  rickety.  Craniotabes 
right  parietal  bone.  "  Snuffles  "  ever  since  birth.  Premature 
child  at  seven  and  a  half  months.  Spleen  normal.  Very  anaemic. 
Treated  by  mercury.  In  spite  of  mercviry  spleen  found  to  be 
enlarged  six  weeks  later,  and  Parrot's  nodes  were  commencing. 
He  was  then  very  pale.  Spleen  two  fingers  and  liver  three 
fingers  below  the  costal  margin. 

Haemoglolnn  50  per  cent. ;  red  corpuscles  4,100,000  per  c.mm., 
82  per  cent. ;  colour  index  -6.  White  corpuscles  25,000  per 
c.mm..  ratio  1  to  164.  Films,  Idood-platelets  apparently  in- 
creased. 

Four  months  later  he  was  admitted  into  hospital  with  broncho- 
pneumonia, and  the  blood  was  again  examined. 

Haemoglobin  50  per  cent. ;  red  corpuscles  4,500,000  per  c.mm., 
95  per  cent. ;  colour  index  -52.  White  corpuscles  11,800  per 
c.mm.,  ratio  1  to  380.  Films,  red  corpuscles  vary  somewhat 
in  size  ;  no  nucleated  red  corpuscles.  White  corpuscles  normal, 
?  few  myelocytes.     The  spleen  was  still  enlarged. 
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17.  Ivy  K — ,  aged  1  year  and  2  months,  not  rickety.  Twin 
sister  of  Ethel  V.  K — ,  who  was  rickety  and  had  cranial  osteo- 
phytes. Eather  depressed  bridge  to  nose.  Wasted.  Spleen 
four  fingers  and  liver  three  fingers  lielow  the  costal  margin. 
Accessible  lymphatic  glands  palpable.  Very  pale,  milk-and- 
water  appearance. 

Haemoglobin  1(5  per  cent,  to  18  per  cent.;  red  corpuscles 
2,750,000  per  c.mni.,  55  per  cent.  ;  colour  index  '33.  White 
corpuscles  l(j,000  per  c.mm.,  ratio  1  to  172.  Films,  a  few 
myel<K"ytes.  Many  nucleated  red  corpuscles,  especially  megalo- 
blasts,  some  with  mibjsis.  Polychromatophilia.  ■  Microcytes, 
macrocytes,  and  poikilocytes.  Was  treated  with  arsenic,  but 
did  not  imprt)ve.  and  died  twenty-six  days  later.  Crepitations 
were  heard  at  both  bases  l>efore  death. 

Poxf-iiiortein. — Stomach  extremely  contracted,  capacity  half  an 
ounce.  Lungs,  broncho-pneumonia.  Spleen  large,  weighed  three 
and  three-quarter  ounces,  normal  in  appearance.  Marrow  of 
femur  red.  soft,  and  jelly-like. 

18.  Sydney  B — ,  aged  1  year  and  4  months.  He  is  rickety,  but 
this  is  not  a  marked  feature.  Abdomen  rather  pot-liellied. 
Spleen  two  fingers  and  liver  1  finger  V)elow  the  costal  margin. 
Accessilde  lymphatic  glands  a  trifle  enlarged.  Pale  decidedly. 
The  gums  round  the  lower  central  incisor  teeth  are  reddened. 
Petechia,'  all  over. 

H8emoglol)in  50  per  cent.  ;  red  corpuscles  3,l-44',500  per  c.mm., 
63  per  cent.  ;  colour  index  -8.  White  corpuscles  17,950  per 
c.mm.,  ratio  1  to  175.  Films,  the  red  corpuscles  vary  much  in 
size  ;  some  poikilocytes  ;  granular  degeneration  of  red  corpuscles. 
Polychromatophilia.  Nucleated  red  corpuscles  present.  An 
occasional  myelocyte  seen.  Ordered  liaBmatogen,  and  improved 
under  it. 

1!*.  Ethel  M.  K — ,  aged  1  year  and  2  months.  Very  rickety. 
Parrot's  nodes.  Chronic  "  snuffles  "  (adenoids)  ;  the  post-nasal 
examination  gave  him  a  cough  like  whooping-cough,  and  after 
the  cough  he  was  puffy  about  the  eyes.  Trace  of  allmmeu  in 
the  urine.  Accessible  lymphatic  glands  shotty.  Optic  discs 
probably  too  white.  Spleen  three  fingei-s  and  liver  two  fingers 
Ih'Iow  the  costal  margin.      Pale. 

Haemoglobin  40  ])ei-  cent.  ;  red  corpuscles  3, 400, (HK)  per  c.mm., 
68   per  cent.  ;    colour   index    6.      White  corpuscles   17,000  per 


AND    YOUNG  CHILDREN.  317 


cmm.,  ratio  1  to  20(1.  Differential  count :  small  lymphocytes 
885  ;  large  lymphocytes  16'S  ■  polymorphonuclear  42'4  ;  eosino- 
phils 2'1  ;  basophiles  10.  Twenty  nucleated  red  corpuscles 
Avere  seen  while  counting  370  white  corpuscles  ;  there  Avere  a  few 
megaloblasts.  He  developed  epistaxis,  and  died  nearly  a  month 
after  the  first  attendance.  There  was  no  change  in  the  spleen. 
Arsenic  and  cod -liver  oil  were  given. 

20.  Leonard  P — ,*  aged  3  years  and  6  months.  N'either  rickety 
nor  syphilitic.  Became  pale  five  weeks  previously,  suddenly. 
Spleen  from  tw(_)  to  three  fingers  and  liver  two  fingers  l)elow  the 
costal  margin.  No  obvious  enlargement  of  lymphatic  glands 
anywhere.  Extreme  pallor,  mucous  membranes  pale.  A  few 
l)ruises  on  the  legs.     A  trace  of  allnunen. 

Haemogloljin  15  per  cent. ;  red  corj^uscles  l,-5(:)8,000  per  cmm., 
31  per  cent.  ;  colour  index  '-5.  White  corpuscles  130,000  per 
cmm.,  ratio  1  to  12.  Fresh  films  show  red  corpuscles  in 
rouleaux  ;  no  microcytes  or  poikilocytes.  Differential  count  of 
4000  leucocytes:  small  lymphocytes  (mainly)  and  large  lym- 
phocytes together  3967,  equals  9918  per  cent. ;  polymorpho- 
nuclear 19,  equals  '48  per  cent. ;  eosinophiles  5,  equals  12  per 
cent.  ;  myelocytes  (one  eosinophile  myelocyte)  9,  equals  22  per 
cent.  One  nucleated  red  C(»rpuscle  was  seen  while  counting 
4000  leucocytes. 

Post-mortem. — Lymphoid  infiltration  of  the  liver  in  the  portal 
canals.  Spleen  4  oz.,  normal  in  appearance.  Kidneys  enlarged 
and  leucocytal  infiltration.  Tuberculoiis  intestinal  ulceration 
and  caseating  mesenteric  glands. 

21.  Henry  P — ,  aged  1  year.  Neither  syphilitic  nor  rickety. 
Bottle-fed.  Wasted  and  anaemic ;  petechise.  Spleen  four 
fingers  and  liver  two  fingers  l:)elow  the  costal  margin. 

Red  corpuscles  2,900,000  per  cmm.  White  corpuscles  48,000, 
ratio  1  to  60.  Differential  count :  small  lymphocytes  23'3 
per  cent.  ;  large  lymphocytes  8-2  per  cent. ;  myelocytes  21-2 
per  cent.  ;  polymorphonuclear  46 "7  per  cent. ;  eosinophiles  '6 
per  cent.  Films,  poikilocytes,  microcytes,  and  macrocytes. 
Normoblasts  and  megaloblasts.     Karvokinesis. 

[Read  at  the  Provincial  Meeting,  Brighton,  June  the 
20th,  1903.) 

*  '  Reports  of  The  Society  for  the  Study  of  Disease  in  Children,'  vol.  iii, 
pp.  47 — 50. 
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66.  PRIMARY   PNEUMOGOCGIC   MENINGITIS. 
By  EDMUND   GAUTLEY.  M.D. 

pNEimocoCCic  ineninyitis  is  usually  sec()iidary  to  afft'ctious 
of  the  lungs  or  pleura.  Such  cases  are  g'euerally  co- 
incident with  the  primary  disease,  very  severe  and  rapid  in 
their  course,  and  occur  only  a  few  days  before  death.  The 
cereV)ral  symptoms  may  he  quite  insignificant,  or  niay  be 
entirely  masked  by  those  of  the  ])riniary  disease.  The 
presence  of  the  meningitis,  even  though  very  extensive, 
may  be  only  ascertained  at  the  autopsy. 

More  rarely  the  disease  is  ])rimary,  unaccompanied  by 
any  disease  in  the  chest.  Such  cases  are  generally  severe 
and  rapidly  fatal,  and  we  rarely  meet  Avith  them  in  a  benign 
f(ji"m.  Possibly,  however,  the  benign  form  is  not  as  rare  as 
is  supposed.  It  may  remain  i;ndiagnosed  l^ecause  of  the 
slightness  of  the  meningitic  symptoms.  Or  it  may  be 
diagnosed  as  a  sporadic  case  of  cerebro-spinal  meningitis, 
from  lack  of  the  confirmatory  evidence  which  might  be 
obtained  by  lumbar  ])uncture  and  bacteriolcjgical  examina- 
tion of  the  fluid  obtained. 

1  liave  brought  this  case  forward  to  illustrate  these 
jjoints,  which  may  be  summed  up  shortly,  viz.,  the  slight 
character  of  the  meningitic  symptoms,  the  course  of  the 
fever  and  its  termination  by  crisis,  and  the  uncertainty  of 
the  diagnosis,  as  to  the  ])resence  of  meningitis  and  its 
variety,  until  the  results  of  lumbar  puncture  were  obtained. 

William  J — ,  aged  9  months,  was  admitted  into  the 
Metropolitan  Hospital  under  my  care  on  March  the  19th, 
1903.  The  family  history  and  past  history  were  un- 
important. '^I^he  child  took  ill  on  .March  the  17th  with 
fever,  vomiting,  and  retraction  of  the  head.  Next  day  he 
had  diarrhcea,  with  offensive  stools.  ( )n  adnnssion  he  was 
found  to  be  niiu'li  undersized,  weighing  10  lbs.  12  oz.,  and 
jiad  no  teeth.  'I'lie  ])U])ils  were  e(|iial  ;  no  S(|uint.  '^i'he 
fontanelle    was  o])en,  tense  and  jjulsating.      Tlu're  was  some 
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retraction  of  the  head,  with  rigidity  of  tlie  neck  muscles. 
A  few  scattered  rales  were  lieard  in  the  lung-s.  The 
abdomen  was  rather  distended,  no  diarrhoea,  no  tache 
cerebrale.  The  knee-jerks  were  present  and  Kernig^s  sign 
was  absent. 

March  the  20tli. — Constant  crying.  Takes  food  fairly, 
occasional  vomiting,  costive.  Tense  bulging  fontanelle. 
Retracted  head.  No  squint ;  pupils  small,  right  a  little  the 
larger.  Full  abdomen.  Brisk  knee-jerks,  normal  plantar 
reflex.  Pulse-rate  144  to  the  minute,  regular.  Respirations 
40  to  60  to  the  minute.     Temperature  103°  F.  to  105°  F. 

Lumbar  puncture  was  performed  in  the  afternoon.  One 
ounce  of  clear  tluid  was  withdrawn,  dro])  by  drop,  running 
easily.  Microscopical  examination  showed  capsulated 
diplococci.  Cultures  on  agar  agar  yielded  a  growth  of 
di])lococci,  not  decolourised  l)y  Gram's  process.  (Re])ort 
by  Mr.  Gordon  Watson,  pathologist  to  the  hos])ital.) 

21st  and  22nd. — No  appreciable  change.  Higher 
fever. 

23rd. — Considerable  fall  in  temperature. 
24th. — Temperature     down    in     the    morning,     high     at 
night.      Loss    of  8    ounces    in   weight   since   admission  into 
the    hospital.     Fontanelle     less     tense.     Child      l)righter, 
occasionally  vomits. 

25th. — Temperature  sul)normal  in  the  morning  and  high 
at  night. 

April  the  3rd. — Temperature  fell  during  the  night  of  the 
25th  and  has  remained  down  since.  From  March  the  24th 
to  the  31st  the  child  increased  8  ounces  in  weight,  but  has 
not  gained  since.     Takes  food  well.     Convalescent. 

In  the  afternoon  the  head  was  again  a  little  retracted 
but  the  fontanelle  remained  flat.  Next  day  an  occasional 
squint  was  noted  and  it  was  thought  that  the  child  was  going 
to  have  a  relapse.  The  following  day  there  was  more  head 
retraction  ;  discharges  from  the  eyes  and  nose,  and  moderate 
fever  were  also  present.  On  April  the  6th  the  nasal  discharge 
v.^as  more  profuse,  the  temperature  higher,  and  the  fontanelle 
bulging.     On  the  7th  the  nasal    discharge   was   thick   and 
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yellow.  The  child  vomited  three  times  and  had  lost 
9  ounces  in  Aveig'ht  during-  four  days.  Lumbar  puncture 
on  the  8th  yielded  one  ounce  of  clear,  sterile  fluid.  The 
child  was  worse,  taking  food  badly,  and  vomiting.  On  tlu' 
10th  the  nasal  discharge  was  more  ]n-ofuse  and  bl(ji)d- 
stained.  Membrane  was  found  on  the  uvula  and  the  left 
tonsil.  He  was  transferred  to  a  fever  hospital  and  there 
died.  Xo  autopsy  was  obtainable.  Had  it  not  been  for  the 
unfortunate  development  of  diphtheria,  the  child  would 
have  been  discharged  as  cured. 

Remarks. — The  course  of  the  fever,  its  duration  and 
mode  of  termination  are  very  similar  to  those  of  a  simple 
croupous  pneumonia.  It  ended  on  the  tenth  day  and  the 
temperature  remained  down,  just  as  in  pneumonia.  The 
appearance  of  the  child  was  never  in  the  least  suggestive 
of  pneumonia.  The  chest  was  carefully  examined  and  no 
evidence  of  consolidation  could  be  found.  Nothing 
abnormal  was  ever  found  in  the  chest,  except  a  few  rales. 
There  was  neither  cough,  nor  flushing  of  the  cheeks,  nor 
hot  dry  skin,  nor  delirium.  In  fact,  the  child  never  seemed 
dangerously  ill.  The  pulse-rate  and  respirations  were 
increased  in  pro])ortion  to  the  height  of  the  fever.  The 
breathing  was  very  frecpient,  but  that  is  common  in 
high  fever  in  infants.     The  pulse  was  never  irregular. 

The  diagnosis  of  meningitis  was  based  upon  the  fever, 
vomiting,  and  retraction  of  the  head.  It  was  confirmed  by 
lumbar  puncture.     There  was  no  optic  neuritis. 

Lumbar  puncture  was  also  beneficial  in  reducing  the 
intra-cranial  tension,  and  ])Ossibly  by  withdrawing  diplococci 
and  toxins.  Its  value  is  not  sufficiently  realised  in  the 
diagnosis,  treatment  and  prognosis  of  cerebral  cases  in 
children.  If  adopted  for  treatment  it  should  lie  begun 
early  and  repeated  often.  It  is  probably  the  only  thera- 
peutic method  of  value  at  our  disposal  in  this  class  of  case, 
beyond  careful  attention  to  feeding  and  nursing.  Possiblv 
anti-pneumococcic  serum  may  ultimately  prove  of   value. 

{Read  at  the  Frorhicial  Meeting,  Brighton,  June  the  'lOtJi, 
1903.) 
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Discussion. 

The  Chairman  (Dr.  Wayland  Chaffey)  (Brighton)  said 
Dr.  Cant  ley's  ease  reiniuded  liiui  of  one  bv  the  same  author 
recorded  in  the  last  volume  of  the  Society's  '  Reports  '  In  that 
paper  there  was  a  very  exhaustive  account  of  meningitis  in  its 
various  forms,  especially  in  dealing  with  the  bacteriology.  It 
showed  an  advance  in  our  knowledge  of  the  subject. 

Dr.  Theodore  Fisher  (Bristol)  said  he  remembered  a  case 
in  which  there  was  retraction  of  the  head,  and  other  signs,  and 
lumbar  puncture  was  performed  diu'ing  life,  but  in  wliich  no 
evidence  of  meningitis  was  found  post  mortem.  There  was, 
however,  thrombosis  of  some  of  the  cerebral  veins.  The  case 
was  recorded  in  the  '  British  Medical  Journal '  some  time  ago. 
There  might  be  head  retraction  associated  with  peumouic  in- 
fection, due  to  three  things:  (1),  the  cerebral  symptoms  might 
l)e  due  simply  to  toxaemia;  (2),  to  the  entrance  of  micro- 
organisms into  the  blood  and  cerebro- spinal  fluid;  and  (3),  to 
meningitis  itself.  They  might  be  regarded  as  three  stages  of 
the  same  condition. 

Dr.  Q.  A.  Sutherland  asked  whether  there  was  any  ear 
trouble  associated  with  the  illness. 

Dr.  Edmund  Cautley,  in  reply,  said  there  was  no  ear 
trouble,  and  the  child  never  seemed  very  ill,  in  spite  of  the  fever 
and  head  retraction.  Except  for  the  results  of  lumbar  puncture, 
one  would  have  regarded  it  as  a  mild  case  of  that  type  of  cerel>ro- 
spinal  meningitis  of  which  one  saw  cases  recover.  He  was 
practically  certain  there  was  no  consolidation  of  the  lung  at  any 
spot,  and  there  were  very  few  rales  in  the  chest. 


67.  THE     USE     OF     OPIUM     IN     THE    CARDITIS    OF 
CHILDREN. 

By   ALEXANDER    MORISON,    M.D. 

Following  the  late  Dr.  Octavius  vSturges  in  the  use  of 
the  g-eneral  term  carditis  as  expressing  the  frequently 
observed  phenomenon  of  the  implication  in  the  inflammatory 
process  of  more  than  one,  and  it  may  be  of  all  the  struc- 
tures of  the  cardiac  wall,  I  shall  briefly  sketch  the  irritative 

VfOL.   111.  21 


322  THE  USE  OF  OPIUM  IN  THE 

conditions  wliicli  this  term  denotes,  before  referring-  to  their 
treatment  by  opium. 

Normal  cardiac  action,  especially  in  the  higher  animals, 
being"  due  to  the  harmonious  co-operation  of  the  luemic, 
muscular  and  neural  factors  in  such  action,  it  follows  that 
morbid  action  is  a  result  of  the  disturbance  of  this  harmony 
by  agfencies  affecting'  one  or  all  of  these  factors. 

As  the  blood  bathes  all  the  structures  of  the  heart  its 
invasion  by  disease-producing;  ag-encies  naturally  affects  all 
the  structures  which  are  dependent  upon  it  for  their  nutri- 
tion. Bacteriology  has  taug'ht  us  that  the  blood  circulating- 
in  the  chambers  and  in  the  vascular  system  of  the  heart 
may  carry  such  morbific  ag-encies,  and  thus  be  the  cause  of 
those  secondary  effects  which  we  find  expressed  in  the 
inflammation  of  the  various  constituents  of  the  org-an. 

The  aim  of  the  physician  should,  doubtless,  be  to  remove 
causes,  and  having  done  so  to  expect  effects  to  disappear. 
But,  g;reat  as  have  been  the  triumphs  of  thera^ieutic 
bacteriolog-y  in  some  spheres,  patients  still  die  from  the 
effects  even  of  toxic  ag;ents  of  the  nature  of  which  we 
know  somewhat,  and  also  from  the  effects  of  those  of  which 
we  know  little  or  nothing,  except  that  certain  effects  pro- 
duced by  them  prove  fatal  to  patients.  Were  we  under 
these  circumstances  to  wait  for  the  discover}'  of  causes 
before  endeavouring  to  cope  with  known  effects,  we  should 
be  acting;  neither  rationally  nor  humanely.  Effects  as  well 
as  causes,  however,  point  the  way  to  rational  treatment, 
for  effects  are  themselves  the  secondary  causes  of  still 
further  disaster,  and  life  is  usually  lost,  not  when  the  first 
f)utworks  are  stormed  by  an  unknown  or  invisible  enemy, 
but  when  rampart  after  rampart  has  been  taken  and  the 
central  keep  itself  assailed  by  enemies  whom  it  is  easv  to 
see  if  we  look  for  them.  Not,  that  is,  by  the  first  on- 
s]aug;ht  of  a  primary  cause,  l)ut  by  the  pernicious  influence 
of  effects  which  may  be  laid  bare  to  the  eye  by  macrosco])ic 
and  microscopic  examination. 

These  effects  in  carditis  may  be  seen  in  all  the  striictures 
(if    the   heart,  and    consist,   in   the   main,  of  all    degrees    of 
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inflammation  recent  and  of  longer  standing  of  the  vessels, 
nerves,  interstitial  textures,  muscle-cells,  and  seroias  surfaces 
of  the  organ.  Of  these,  the  serous  surfaces  and  interstitial 
textures  seem  to  he  those  chiefly  affected  in  the  majority  of 
cases,  the  nerves  and  muscle-cells  suffering  as  a  rule  from 
the  inflammation  of  these  until  all  the  cardiac  textui-es  may 
be  involved  in  a  general  conflagration. 

Indeed,  just  as  the  study  of  reflection  in  a  rain-drop  may 
ex]:)lain  the  glory  of  the  rainbow,  so  also  inflamed  blood- 
vessels, such  as  may  be  found  in  the  epicardium  of  a  heai't 
affected  by  pericarditis,  may  e]ntomise  the  processes 
taking  place  in  the  organ  generally.  Thus,  as  in  a  speci- 
men I  show,  the  thickened  flbrous  coat  of  the  artery,  the 
abundantly  prolifei-atiug  intima,  and  the  apparently  in- 
creased muscular  tissue  of  the  vessel  with  degenerated 
nuclei  may  be  regarded  as  corresponding  to  the  inflam- 
matory, hypertr()])hic  Jind  degenerative  processes  which  are 
observed  to  affect,  in  many  cases,  all  the  textures  of  the 
organ  from  the  endocardium  to  the  inflamed  or  it  may  be 
adherent  pericardium.  To  wait  for  the  discovery  of  a 
rational  means  of  coping  with  flrst  causes  would,  under 
these  circumstances,  be  irrational.  As  Dr.  Cheadle  has 
with  practical  sagacity  remarked,  in  one  of  his  lectures, 
"  while  the  grass  grows  the  steed  may'starve;"  while  the 
physician  holds  his  hand  waiting  for  scientiflc  enlighten- 
ment the  patient  may  die,  if  we  do  not  promptly  grapple 
with  death-dealing  effects  or  secondary  causes,  if  we  do 
not,  that  is,  gain  from  signs  and  symptoms  the  cue  to 
successful  interference. 

In  the  treatment  of  carditis,  to  the  minds  of  most 
])hysicians  of  to-day,  two  main  facts  have  become  apparent, 
viz.  :  (1),  the  uselessness  of  adding  fuel  to  the  Are  by 
irritation  or  counter-irritation;  and  (2),  the  desirability  of 
allaying  by  all  means  at  our  command  local  and  general 
irritation  and  unrest.  In  acting  on  such  lines  the  imjjortant 
role  played  by  the  central  and  peripheral  nervous  system 
scarcely  requires  to  be  emphasised.  And  yet,  the  condition 
of  the  cardiac  nervous  system  is  rarely  investigated  by  the 
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])atliologist.  Wlitui  one  cuiisiders  the  ricli  endowiueiit  of 
the  heart  by  nerves,  and  renienil)ers  tlie  anatomical  situation 
of  the  main  streams  of  these  in  the  intermuscular  con- 
nective tissue,  in  those  very  parts  in  which  we  meet  with 
the  most  marked  evidences  of  inflammation,  we  cannot  avoid 
the  conclusion  that  ao-ents  which  relieve  irritative  states  of 
these  governing-  channels  of  cardiac  action  are  calculated 
to  be  most  useful  in  dealing  with  such  states. 

In  the  micro-photogra]jhs  which  I  have  placed  on  the  table 
the  course  and  disti'ibution  of  the  cardiac  nerves  may  be 
observed  surrounded,  if  not  actually  affected,  l)y  actively 
proliferating  connective  tissue  in  the  specimens  prepared 
from  fatal  cases  of  carditis.  The  staining  of  the  finer 
nerves  in  specimens  taken  from  the  dead  body  is  not  an 
easy  matter.  I  have  therefore  placed  among  the  patho 
logical  specimens  a  Golgi  preparation  which  I  made  from  the 
heart  of  a  cat  which  was  anaesthetised  and  drowned.  I  was 
for  a  time  inclined  to  regard  the  rich  innervation  here 
shown  with  some  sce])ticism,  regarding  it  as  possibly  the 
chrome  silver  staining  of  elastic  tissue,  l)ut  having  stained 
the  intermuscular  bundles  by  Nissl's  methylene  blue 
method,  and  having  traced  the  nerve  to  its  origin  under 
the  epicardium,  as  is  well  shown  in  one  of  the  sjiecimens 
exhibited,  I  am  confirmed,  in  my  opinion,  that  the  (jolgi 
preparation  shown  exhibits  nervous  structures.  If  this  be 
granted,  we  can  well  conceive  how  important  a  part  in 
causing  cardiac  uni-est  may  l)e  played  ])y  the  intrinsic 
nervous  system  of  the  heart  when  stimulated  by  an  inter- 
stitial myocarditis. 

Indeed,  the  efficacy  of  those  measures  found  to  l)e  most 
beneficial  in  the  treatment  of  carditis  seems  to  ))oint  the 
same  lesson,  as  does  the  inutility  of  agents  found  of  nnich 
use  in  cases  of  non-inflammatory  cardiac  failure.  'I'hus,  we 
now  know  that  it  is  altogether  questionable  wlu'tliei-  the 
salicylates  are  an  antidote  to  the  rheumatic  poison,  but  we 
have  no  doubt  that  no  other  agent  so  ra]ndly  relieves  the 
pain  associated  with  tluit  prcjcess  and  thus  indirectly  calms 
tlu^   ))atient   as   ;i,   whole,  and    with    this   geueriil    relief   the 
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iiTitability  of  his  heart  also.  Locally  applied  ice  in  those 
cases  in  which  it  can  be  borne,  in  the  virtues  of  which 
Dr.  W.  B.  Lees  strong-ly  believes,  can  also  affect  the  heart 
only  through  the  nervous  system,  whether  such  effect  be 
regarded  as  directly  sedative  to  the  nervous  structure  or 
astringent  to  the  inflamed  blood-vessels.  The  relief  of  ])ain 
by  the  local  abstraction  of  blood  is  likewise  an  oft-observed 
phenomenon,  and  when  relief  is  thus  obtained  by  the 
application  of  a  few  leeches  to  the  ])recordia  it  can  only  act 
by  relieving  the  irritation  of  nervous  structures,  for  the 
amount  of  blood  withdrawn  can  have  little  effect  on  the 
general  circulation.  But,  useful  as  leeching  and  the  ap])lica- 
tion  of  ice  may  prove  in  the  case  of  adults  and  in  some 
children,  the  emotional  excitement  induced  by  these 
measures  in  many  children  renders  their  employment 
undesirable.  The  opposite  method  of  treatment  by  muscular 
and  neural  stimulants,  such  as  digitalis  and  strychnine,  when 
uncombined  with  a  preponderantly  sedative  agent,  on  the 
other  hand,  has  been  found  to  be  of  little  use,  and  in  the 
opinion  of  competent  observers  even  harmful.  "Digitalis, 
writes  Dr.  Sturges,  "  still,  to  quote  my  own  opinion  (though 
it  is  that  of  high  authorities  as  well,  notably  of  Dr.  Stokes), 
is  worse  than  useless  in  the  acute  cases  we  are  now  con- 
sidering." ^  Eest  of  mind,  so  far  as  possible,  or  the  avoid- 
ance and  subjugation  of  emotional  excitement  in  children, 
together  with  repose  of  body  and  the  employment  of 
calmative  agencies  general  and  local,  is  the  treatment  of 
carditis  which  the  facts  of  experience  have  borne  in  upon 
the  minds  of  physicians  as  most  rational  and  most  benehcial. 
Among  such  calmative  agencies  there  is  none  more 
powerful  than  opium,  when  there  is  no  idiosyncratic  intoler- 
ance of  the  drug,  and  when  it  is  used  with  due  care  in 
children,  in  view  of  their  special  susceptibility  to  its  action. 
There  is  reason  to  believe,  indeed,  that  the  fear  of  this 
special  susceptibility  has  interfered  with  a  sufficiently  bold 
exhibition  of  it  to  attain  the  full  benefit  capable  of  accruing 
from  its  guarded  but  adequate  use.  The  younger  the 
*  '  Heart  Inflammation  in  Children,'  p.  75. 


326  THE  USE  OF  OPIUM  IN  THE 

patient  the  greater  is  tlie  care  necessary  in  its  use,  but 
even  young-  cliihlreu  wIumi  excited  locally  and  o'enerally  by 
an  actively  irritative  process  can  tolerate  larg'er  doses  than 
in  normal  circumstances.  Indeed,  the  physiological  con- 
sequences of  intiammatory  reaction  i'eseml)le  in  a  measure 
the  phenomena  caused  by  agents  known  to  be  antagonistic 
to  the  action  of  opium.  The  quick  pulse,  the  dilated  pupil, 
the  suffused  skin,  the  uneasy  sleep,  or  even  wakefulness 
and  delirium  of  the  carditic  child  may  be  likened  to  the 
poisonous  effects  of  the  belladonna  group  of  agencies.  It 
is  under  these  circumstances  that  tlu'  use  of  opiuui  finds  its 
most  ])eneficial  application.  'I'his  fact  is  of  course  well 
known  and  has  been  mentioned  hy  many  writers,  but  rarely 
with  the  enq)hasis  it  deserves.  Dr.  Cheadle,  however, 
relates  a  case  in  point ."^  "  A  boy  of  twelve,  with  mitral 
disease,  adherent  pericardium,  and  resultant  engorgeuient 
of  both  lungs,  had  fre(juent  pulse  and  palpitation  with 
harassing  incessant  cough,  which  becanu^  so  nuich  aggra- 
vated on  lying  down  that  he  could  not  sleep.  He  began  to 
lose  ground  rapidly,  chiefly  from  waut  of  rest.  He  was 
then  given  ten  drops  of  nepenthe  every  four  hours.  Rapid 
improvement  followed,  the  cough  gradually  ceased,  the 
pulse-rate  fell  from  120  to  90,  good  sleep  was  o])tained  and 
appetite  returned.  It  is  worthy  of  note  how  the  opium  in 
this  case  acted  as  a  tonic  ;  instead  of  iuipairing  appetite  it 
increased  it  by  giving  ease  and  sleep.  This  ])atient  went 
out  convalescent  to  return  in  a  few  months  in  almost 
exactly  the  same  condition,  sleepless  from  incessant 
cough  due  to  congestion  of  the  bases  of  the  lungs.  The 
same  treatment  proved  efficacious  a  second  time  and  he 
went  out  convalescent."  Dr.  Cheadle  expresses  a  prefer- 
ence for  the  use  of  opium  by  tlu'  mouth,  rather  than  hy])o- 
dermically,  regai'ding  the  latter  method  from  its  rapidity  of 
action  as  not  free  from  danger.  As  I  shall  presently  relate, 
however,  small  doses  of  mor])liia  given  hypodermically  may 
be   well    borne    even    by    a    young    subject,    ])rovided    the 

*  '  Li'ctiut's  on  the  Practice  of  Medicini','  Smith,  Elder  and  Co.,  London, 
IJIUO,  p.  :u. 
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physiological  antagonistic  conditions  be  well  marked. 
Gibson  also  *  speaks  Avith  approval  of  the  hypodermic  use 
of  morphia,  but  his  remarks  are  general  and  appear  to 
apply  rather  to  the  adult  than  the  child.  Ashby  t  relates 
that  in  heart  disease  in  children:  "small  doses  of  opium 
are  usually  re(piired  and  are  of  the  greatest  use  in  relieving 
pain  and  quieting  the  heart's  action.  Half  to  two  grains 
of  Dover's  powder  may  be  given  at  night  and  repeated  once 
or  twice  in  twenty-four  hours  according  to  circumstances." 
Barie  I  extols  the  value  of  hypodermic  injections  of  morphia 
in  pericarditis  associated  with  pain,  l)ut  prefers  not  to  use 
it  when  there  is  evidence  of  myocardial  weakness.  On  the 
general  use  of  this  ancient  remedy  in  carditis  and  pericai-- 
ditis  no  more  need,  howevei-,  be  said.  It  is  to  encourage  a 
more  general  and  bolder  use  of  it  in  the  carditis  of  children 
that  1  have  brought  this  matter  before  the  Society. 

^^  ith  this  view  I  relate  the  following  case,  although  it 
had  a  fatal  issue  after  a  protracted  illness,  because  it  illus- 
trates the  tolerance  of  even  a  child  for  considerable  doses 
of  morpliia  when  the  physiological  phenomena  of  general 
and  local  excitement  are  well  marked,  because  also  the 
general  comfort  of  the  patient  was  notably  increased  by 
such  dosage,  and  finally  because  the  post-mortem  examina- 
tion of  the  body  revealed  the  anatomical  conditions  which 
underlay  the  phenomena  manifested. 

Louisa  V — ,  aged  o  yeai-s  and  7  months,  was  admitted 
under  my  care  int(j  the  Children's  Hospital,  Paddington 
Green,  on  February  the  18th,  1903.  Hhe  was  stated  to 
have  been  ill  for  two  weeks  and  complained  of  pain  in  the 
epigastrium  and  precordia.  She  was  also  .stated  to  have 
been  very  feverish  and  had  pains  in  the  elbows  and  knees. 
Her  appetite,  however,  was  good,  and  the  bowels  regular, 
the  urine  was  free  from  albumen,  and  there  was  no  swelling 
of  the  feet  or  other  sign  of  anasarca.  She  was  apparently 
a  highly  neurotic,  peevish  and   restless  child,  apart  from 

*  '  Diseases  of  the  Heart  and  Aorta,'  p.  278. 

t  '  Diseases  of  Children,'  4th  edition,  1899,  p.  416. 

X  'Traite  Pratique  des  Mai.  de  Cceiir,'  Paris,  1900,  p.  213. 
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her  illness.  No  history  of  previous  illness  could  he  ohtained, 
except  that  she  had  had  measles.  She  was  one  of  five 
children,  the  other  four  of  whom  were  stated  to  be  healthy. 
No  history  of  rheumatism  could  he  elicited,  but  the  child's 
maternal  grandmother  was  alleged  to  have  had  a  "  bad 
heart."  The  tenement  occupied  by  the  family  was  near  the 
neighbouring  canal  and  the  house  was  said  to  be  damp. 

The  patient  after  admission  maintained  the  orthopnceic 
position,  and  had  manifest  difhculty  of  In-eathing.  The 
area  of  cardiac  dulness  was  inci'eased,  measuring  four 
inches  transversely  from  the  right  edge  of  the  sternum  to 
beyond  the  apex-beat  in  the  fifth  left  intei'costal  space,  and 
two  and  a  half  inches  vertically  from  the  lower  edge  of  the 
second  left  rib  cartilage  to  the  fifth  intercostal  space. 
There  was  visible  pulsation  all  over  the  precordia  and  the 
epigastrium.  There  was  a  loud  systolic  bruit  at  the  apex, 
completely  obscuring  the  first  sound  of  the  heart,  conducted 
outwards  to  the  left,  and  atidible  in  the  back.  There  Avas 
likewise  a  diastolic  bruit  at  the  ajiex.  There  was  a  systolic 
bruit  in  the  aortic  area,  and  both  .second  sounds  were 
without  bruit.  In  the  tricuspid  area  systolic  and  diastolic 
bruits  were  audible,  and  tliere  was  marked  reflux  into  the 
internal  jugular  veins.  The  area  of  cardiac  dulness  did  not 
vary  in  size,  and  it  was  assumed,  therefore,  that  there  was 
no  pericardial  effusion,  nor  was  there  any  pericardial 
friction.  The  pulse-rate  varied  from  108  to  120  to  the 
minute,  and  its  volume  was  good.  The  lungs  anteriorly 
were  free  from  evidence  of  engorgement  although  entry  of 
air  was  not  forcible.  Both  lung  bases  posteriorly  had  aflat 
percussion  note,  with  crepitation  and  defective  res])iration. 
The  respiratory-rate  was  high,  varying  from  58  to  72  to  the 
mintite.  The  temperature  was  99'2°  F.  It  would  be  tedious 
to  relate  at  length  the  daily  changes  in  the  condition  of  the 
patient;  I  shall  therefore  only  indicate  salient  features  in 
its  progress,  and  reserve  for  fuller  treatment  the  period 
during  which  the  patient  was  more  jiarticularly  under  the 
influence  of  mor])hia,  as  that  is  the  proper  burden  of  our 
present  theme.     '^Phe  range  of  ttMnperature  throughout  the 


CARDITIS  OF  CHILDREN.  329 

case  Avhile  under  observation  varied  from  a  little  above 
normal  (99°  to  100°  F.)  to  about  a  degree  below  normal 
(96-8°  to  97-8°  F.).  The  pulse-rate  was  highest  during  the 
first  month  after  admission,  ranging  from  130  to  150  to  the 
minute,  after  which  it  fell  to  an  average  of  120  to  the  minute 
for  the  morning,  sometimes  slightly  more,  sometimes  less, 
and  was  slightly  higher  as  a  rule  in  the  evening  than  in  the 
morning.  The  rate  of  respiration  was  likewisje  as  a  rule 
higher  in  the  evening  than  in  the  morning  and  reached  its 
highest  general  range  about  a  fortnight  after  admission 
(March  the  7th,  1903)  and  continued  high  (52,  60,  64,  68, 
and  72  to  the  minute)  until  the  end  of  March.  Small  doses 
of  opium  were  first  added  to  the  medication  on  the  4th  of 
March,  namely,  two  minims  of  tincture  of  opium  every  six 
hours.  This  had  no  appreciable  eifect.  An  additional 
minim  per  dose  was  added  on  March  the  16th  with  as 
little  result.  Four  minims  of  nepenthe  were  given  every 
four  hours  after  the  30th  of  March,  apparently  with  some- 
what more  benefit,  the  pulse-rate  and  respiration  becoming 
quieter  and  the  child  more  comfortable.  On  the  5th  of 
April  the  dose  of  nepenthe  was  raised  to  six  minims  with 
apparent  benefit.  This  was,  however,  but  a  timid  feeling  of 
one's  way  as  regards  the  eifect  of  opium,  and  was  merely 
an  adjunct  to  other  attempted  means  of  relief.  Leeches 
were  from  time  to  time  applied  over  the  liver,  a  procedure 
which  the  child  keenly  resented,  and  ultimately  cried 
bitterly  if  these  were  mentioned  in  conversation  within  her 
hearing.  Ice  was  applied  to  the  precordia,  as  much  against 
her  will  as  the  leeches  were  to  her  right  hypochondrium. 
Both  procedures  added  much  to  her  excitement  and  unrest 
and  had  to  be  abandoned.  The  patient  was  evidently 
l)ecoming  progressively  w^orse.  vShe  s]e})t  little,  constantly 
cried  out  as  if  in  pain,  and  continuously  taxed  the  efforts  of 
the  nurses,  who  assiduously  attended  her  day  and  night. 
The  legs  and  a  portion  of  the  ti'unk  and  the  face  became 
(edematous,  the  liver  enlarged  and  pulsated,  the  bases  of 
the  lungs  became  more  engorged,  and  the  cardiac  area  was 
increased,  but   without  evidence  of  fluid.     The  legs  were 
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satisfactorily  drained  l)y  Soutliey's  tiil)(,'s   and  the  general 
anasarca  of  tlie  trunk  and  face  greatly  diminished. 

On  the  9th  of  April,  hnding  the  chief  deteriorating  factors 
were  the  continuous  i-estlessness  and  slee])lessness  of  the 
patient  and  the  progressive  dilatation  of  the  heart,  I 
prescribed  hypodermic  injections  of  ^^^th  of  a  grain 
of  digitalin,  y/j^rth  of  a  grain  of  strychnine  and  y^-g-th  of  a 
grain  of  morphia  to  be  given,  with  careful  (observation  as  to 
general  effects,  every  four  hours.  During  the  first  twenty- 
four  hours  four  doses  were  given,  amounting  altogether  to 
^^th  of  a  grain  of  morphia.  The  hypodermic  injections  were 
accurately  measui-ed  and  freshly  prepared  by  the  dispenser 
to  the  hospital.  'J^he  morning  pulse-rate  on  the  9th  of  April 
Avas  lo'2  to  the  minute,  the  evening  164  to  the  minute. 
The  respiratory-rate  in  the  morning  was  62  to  the  minute, 
in  the  evening  68  to  the  minute.  The  temperature  in  the 
morning  was  97°  F.,  and  in  the  evening  98'"2°  F.  The  next 
day  tlu'  precise  dosage  of  morphia  is  not  noted  on  the 
chart,  l)ut  it  was  prescribed  to  be  used  as  conditions 
necessitated.  She  is  stated  on  the  12th  of  April  to  have  had 
a  quiet  night.  The  pulse-rate  was  noted  as  124  to  the 
minute  and  the  respiration-rate  as  24  to  the  minute.  The 
pupils  were  beginning  to  react  to  opium.  During  the  next 
twenty-four  hours,  liowever,  the  child  must  have  become 
more  restless,  for  the  hy})odermic  injection  of  morphia  had  to 
be  administered  every  four  hours,  amounting  in  all  to  about 
half  a  grain  in  tAventy-four  hours.  (Jn  the  18th  of  April  the 
patient  had  in  all  -j^th  of  a  grain  and  slept  only  three  hours 
during  the  niglit,  but  slept  well  after  daybreak.  The 
respiratory-rate  is  noted  ;is  o2  to  the  minute  and  the  pulse 
as  112  to  the  minutt'.  On  the  IVtli  of  A])ril,  although  the 
patient  had  each  day  (with  the  exception  of  the  16th,  when 
she  had  jTrth  of  a  grain)  ^th  of  a  grain  of  morphia  hypoder- 
mically,  the  pupils  are  recorded  as  not  conti*acted.  The 
general  condition  of  the  patient  continued  one  of  compara- 
tive comfort  until  the  25th  of  April,  although  her  local  signs 
showed  little  amelioration.  One  of  my  colleagues  in 
passing      thi-ough     the     ward     remarked      to     the     house- 
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physician,  '^That  child  looks  better."  On  that  date,  how- 
ever, an  increase  of  morphia  to  4-th  of  a  grain  in  twenty- four 
hours  was  necessitated,  and  next  day  the  child  needed 
^th  of  a  grain,  and  the  same  amount  for  two  days  after- 
wards. On  the  28th  of  April  the  record  is  that  the  child  had 
had  a  fair  night,  having  slept  from  four  to  five  hoiirs  in 
snatches  ;  and  the  pupils  are  stated  to  have  been  "  rather 
smaller."  The  pulse-rate  was  from  188  to  144  to  the 
minute,  and  the  respiratory-rate  from  32  to  o6  jier  minute, 
while  the  temperature  was  97'6°  F.  to  98*2^  F.  There  was 
oedema  of  the  left  lung  apex  anteriorly,  but  not  much 
congestion  of  the  bases  ;  the  liver  edge  was  half  an  inch 
below  the  umbilicus,  the  pulse  was  regular  and  of  good 
volume,  and  the  jugular  distension  was  less  marked. 
As  the  patient  had  been  sick  three  tinu>s  on  the  28th,  the 
strychnine  and  digitalis  were  omitted.  For  the  next  three 
days  only  yTrth  of  a  grain  of  morphia  was  given,  the 
digitalis  and  strychnine  being  resumed  on  the  30th  of  April 
as  the  cardiac  failure  was  greater.  The  patient  died  at 
4.15  a.m.  on  the  1st  of  May.  For  careful  notes  of  the  case  I 
am  indebted  to  Dr.  Carey,  recently  house-physician  to  the 
Children's  Hospital,  Paddington  (Treeu.  On  post-mortem 
examination,  the  pericardium  was  fouiul  to  be  adherent  to 
the  costal  pleura  from  the  fourth  to  the  sixth  ribs  on  the 
left  side,  and  to  both  the  lungs.  The  parietal  and  visceral 
layers  of  the  pericardium  were  universally  adherent 
obliterating  the  sac.  The  heart  likewise  adhered  to  the 
diaphragm.  The  transverse  diameter  of  the  heart  was 
much  inci^eased  and  the  surface  veins  of  the  organ  were 
engorged.  The  total  weight  of  tlie  heart  including  the 
contained  blood  and  attached  vessels  was  thirteen  ounces. 
All  the  cavities  of  the  heart  contained  blood-clot.  All  the 
valves  were  normal,  exce])t  the  mitral  on  its  auricular 
surface  where  there  was  a  fringe  of  granulations.  The 
auriculo-ventricular  orifices  admitted  tAvo  fingers.  The 
right  auricle  was  dilated.  The  right  ventricle  was  not 
dilated  and  in  fact  appeared  to  be  rather  smaller  than 
usual.     The  left  auricle  was  not  markedlv  dilated.     The  left 
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ventricle  was  Loth  dilated  and  liy|)ertT()pliied.  There  was 
atheroma  at  the  oritices  of  the  coronary  arteries,  but  the 
arteries  themselves  were  healthy.  Both  lungs  were  con- 
gested chiefly  at  the  bases.  There  were  no  infarcts  and  no 
evidence  of  tuljerculosis  here  or  elsewhere.  The  capsules 
of  the  kidneys  stripped  easily,  the  surface  veins  were 
engorged,  and  the  cortex  was  somewhat  increased  in  depth, 
and  although  the  urinary  output  was  small  and  diffi- 
cult to  collect  during  life,  the  nrin(>  was  only  rarely 
found  to  contain  a  little  albumen  from  circulatory  stasis. 
On  microscopic  examination,  the  pericardium  was  thickened 
and  of  organised  structure.  Vessels  in  it  were  found 
affected  by  endarteritis  and  periarteritis  with  changes  in 
the  muscle  nuclei.  Xerve-trunks  were  seen  involved  in 
the  pericardial  inflannnation.  The  interstitial  texture  of 
the  myocardium  was  thickened  and  inci'eased  in  quantity 
and  the  nuclei  wen-  increased  in  number  from  ])roliferation, 
but  there  Avas  no  evidence  of  excessive  connective-tissue 
])roliferation  of  recent  date.  The  muscle-fibres  had  in 
places  well-marked  transverse  stria?,  but  this  was  not  well 
marked  in  the  majority  of  the  fi])res. 

Remarks: — There  are  many  (piestious  raised  by  the 
consideration  of  this  subject  which  the  scope  of  this  paper 
and  the  limits  of  time  preclude  my  discussing  :  such  as  the 
comparatively  recent  or  more  chronic  nature  of  the  in- 
flammatory process  necessary  to  l)ring  abcnit  a  sj^mphysis 
of  the  pericardium  such  as  this  case  revealed ;  the 
cause  of  death  fi-om  heart  disease  in  childi'en  the  muscular 
flbre  of  Avliose  hearts  is  well  ])reserved — a  ]:)oint  to 
which  ])r.  Sturges  draws  special  attention; — and  the 
influence  in  preserving  or  prolonging  life  of  various 
therapeutic  measures.  Although  with  Dr.  Lees  we  may 
have  "  given  up  the  idea  of  curing  pericarditis,"  we  may, 
nevertheless,  agree  with  Dr.  Sturges,  who  writes  on  the 
whole  rather  pessimistically  of  the  therapeutics  of  carditis 
in  children  when  he  remarks,  "The  easing  of  pain  by  local 
appliances,  the  procuring  of  sleep  therewith,  the  timely 
withdi'Mwal     of     blood     to   relieve    venous    congestion    and 
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cardiac  dyspnoea, — all  these  measures  are  truly  life-saving  ; 
but  the  course  of  inflammation  is  little,  if  at  all,  affected  by 
such  means,"  (op.  cit.,  p.  74).  I  have  already  indicated 
my  belief,  that  the  mechanisms  by  which  scmie  of  these 
measures  save  life  is  chiefly  by  their  action  upon  the  cardiac 
nervous  system,  also  that  they  are  avowedly  directed 
against  effects,  not  a  primary  cause,  and  that  although  they 
may  not  directly  affect  the  "course  of  inflammation" — a 
point  which  can  scarcely,  in  my  o])inion,  l)e  regarded  as  in- 
disputable,— they  may  help  to  maintain  life  until  the  con- 
flagration has  burned  itself  out,  or  the  protective  pro- 
cesses of  the  body  have  elinn'nated  the  intruding  cause  of 
disease.  Among  such  useful  measures,  I  feel  disposed  to 
give  a  prominent  place  to  opium,  and  it  is  with  a  view  of 
emphasising  the  capacity  of  children  for  tolerating  consider- 
able doses  of  the  drug,  under  suitable  circumstances,  that 
I  have  ventured  to  draw  the  attention  of  the  Society  afresh 
to  the  subject  of  its  emjjloyment  in  the  carditis  of  the 
young. 

{Read  at  the  Provincial  Mt'etlng,  Bnghto)t,,  June,  the  2Qth, 
1903.) 


68.  SOME    CASES   OF    DILATATION    OF    THE    BRON- 
CHIAL  TUBES   AFTER   MEASLES. 

By   THEODORE    FISHER,   M.D. 

In  the  post-mortem  room  from  time  to  time  one  meets 
with  dilatation  of  the  bronchial  tubes  in  children.  The 
dilatation  may  be  widely  distributed  through  l)oth  lungs, 
or  may  affect  only  one  lung,  or  perhaps  only  one  lobe  of  a 
lung,  which  may  be  the  upper  or  the  lower  lobe.  In  other 
cases  a  lobe  in  each  lung  may  show  marked  dilatation  of 
the  bronchial  tubes,  in  which  case  it  is  generally  both  lower 
lobes.  Occasionally,  when  the  dilatation  of  the  bronchial 
tubes  is  limited  to  one  lung  or  one  lobe  of  a  lung,  a  definite 
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local  cause  in  the  form  of  some  obstruction  to  the  bronchus 
or  one  of  its  main  divisions  may  be  found.  For  example, 
an  eidarged  caseous  bronchial  gland  may  in  rare  instances 
give  rise  to  such  obstruction.  In  other  cases,  again,  a 
history  of  a  foreign  body  having  been  at  one  time  present 
may  be  obtained.  A  history  of  this  character,  however,  is 
not  common,  but  it  is  ]iossible  that  in  some  cases  in  which 
no  history  suggesting  the  presence  of  a  foreign  body  can 
be  obtained,  such  a  body  may  have  been  present.  The 
fact  that  nothing  of  that  nature  is  found  post-mortem  in  the 
bronchus  does  not  ]n'()ve  that  such  a  body  was  not  at  one 
time  present.  For  example,  in  one  case  recorded  by  Mr. 
C.  H.  Morton,  which  I  saw  clinically  and  in  the  post-mortem 
room,  where  a  history  of  a  small  steel  body  having  entered 
the  air-passages  was  definite,  and  the  child's  illness  dated 
from  that  event,  at  the  autopsy  no  trace  of  the  foreign 
body  nor  other  cause  of  obstruction  could  be  found  in  the 
bronchus  of  the  affected  lung,  although  the  dilatation  of 
the  bronchial  tulles  was  general  and  well  marked  through- 
out the  lung.  The  steel  body  must  either  have  rusted  away 
or  have  been  expectorated  without  attracting  attention.  In 
other  cases,  Avhere  sweets  or  portions  of  nuts  enter  the  air- 
passages,  solution  or  disintegration  may  possibly  occur.  In 
connection  with  the  mention  of  sweets  an  illustration  may 
be  given  of  the  difficulty  of  obtaining  a  reliable  history, 
even  from  intelligent  parents,  of  the  entrance  of  a  foreign 
body  into  the  air-passages.  In  one  little  girl  brought  to 
the  Bristol  Hospital  for  Sick  Children  for  chronic  lung 
trouble,  I  found  what  I  considered  to  be  obvious  evi- 
dence of  dilatation  of  the  bronchial  tubes  in  the  lower  lobe 
of  the  left  lung,  yet  careful  (juestioning  of  the  mother 
failed  to  elicit  any  facts  suggesting  the  e:itrance  of  a 
foreign  body  into  the  air-passages.  On  the  next  visit,  how- 
ever, the  mother  a])ologised  for  having  forgotten  that  about 
nine  months  previously  when  the  child  was  sucking  an 
"  acid-drop  "  the  sweet  had  "  gone  the  wrong  way."  A^iolent 
tits  of  coughing  followed  which  left  the  child  very 
exhausted.      A    doctor   was   called    in    four    days  later    who 
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found  the  child  feverish,  and  it  was  considered  necessary 
to  keep  her  away  from  school  for  a  week.  The  trouble- 
some cough  from  which  the  girl  suffered  had  dated  from 
that  time.  While  some  cases  of  dilatation  of  the  bronchial 
tubes  in  children  are  due  to  pressure  upon  a  bronchus  or 
one  of  its  divisions  by  a  caseous  gland,  and  others  to  blockage 
of  the  bronchus  or  of  one  of  its  divisions  by  a  foreign 
body,  some  cases  undoubtedly  occur  as  a  se([uel  of  broncho- 
pneumonia. ('Uriously  enough,  the  last  foui-  instances  of 
dilatation  of  the  bronchial  tubes  of  this  character  met  with 
by  myself  have  apparently  been  occasioned  by  bi-oncho- 
pneumonia  occurring  as  a  complication  of  measles.  In  all 
the  cases  the  children  were  said  to  have  been  free  from  any 
indication  of  disease  in  the  chest  until  they  were  attacked 
by  measles.  Within  a  few  weeks  or  months  of  the  onset 
of  measles  death  occurred,  and  dilatation  of  the  bronchial 
tubes  in  varying  degree  was  found.  The  first,  and  also  the 
least  mai'ked  case,  because  death  took  place  earlier  than  in 
the  other  cases,  was  met  with  at  the  Bristol  Hospital  foi* 
Sick  Children,  when  I  was  taking  the  work  of  the  senior 
physician,  Di\  Elliott. 

Case  1. — A  girl,  aged  3  years,  was  brought  to  the 
hospital  with  broncho-pneumonia  four  weeks  after  an  attack 
of  measles  and  was  admitted.  The  child  was  obviously 
very  ill  ;  the  pulse-rate  170  to  the  minute,  the  respirations 
72  to  the  minute,  and  the  temperature  100°  F.  Numerous 
sharp  rales  were  heard  over  both  sides  of  the  chest,  but 
especially  over  the  right  side ;  and  we  were  doubtful 
whether  we  had  a  case  of  broncho-pneumonia  or  of  acute 
tuberculosis.  Nine  days  later  the  child  died.  At  the 
autopsy  the  greater  part  of  the  right  u])])er  lobe  Avas  found 
to  be  solid,  and  the  bronchial  tubes  everywhere  were 
slightly  but  definitely  dilated,  giving  a  sieve-like  appear- 
ance to  the  lobe.  Patchy  consolidation  was  present  in  the 
middle  and  lower  lobes,  and  the  affected  areas  showed 
similar  dilatation  of  the  broncliial  tubes.  In  the  left  lower 
lobe  were  very  small  scattered  areas  of  broncho-pneumonia, 
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hut     IK)     ol)vi()Us     dilatation    of    the    bronchial    tube     was 
present. 

In  the  next  ease  the  dilatation  of  the  Ijroncliial  tubes  was 
very  much  more  marked. 

Case  2. — A  boy,  aged  1  year  and  8  months,  was  brought 
to  the  out-patient  department  of  the  Bristol  Children's  Hos- 
pital on  January  the  26th,  1903.  The  child  had  the  pale, 
puffy  face  not  uncommon.ly  seen  in  children  with  chronic 
•lung  trouble.  The  fingers  were  slightly  clubbed  and  the 
breath  offensive.  The  physical  signs  of  the  lungs  showed 
a  somewhat  dull  note  over  the  whole  of  both  lower  lobes, 
and  marked  l)ronchial  breathing  was  present.  On  intpiiring 
into  the  history  it  was  found  that  the  child  had  suffered 
from  measles  when  eight  months  of  age  and  had  been 
affected  with  cough  since  that  time.  This  fact,  together 
with  the  aspect  of  the  child,  clubbed  fingers,  and  offensive 
breath,  led  me  fairly  confidently  to  enter  in  my  note-book, 
"  Dilated  bronchial  tubes  after  measl(>s,"  with  recent 
broncho-pneumonia.  The  child  died  four  days  later  and 
the  autopsy  was  performed  by  Dr.  Bertram  Rogers.  Both 
lower  lobes  were  found  to  l)e  adherent  to  the  chest  wall  and 
somewhat  contracted.  On  section  of  the  lungs  the  bronchial 
tubes  were  seen  to  be  everywhere  greatly  dilated  and  their 
walls  thickened.  Some  of  the  cavities  were  large  enough 
to  hold  a  medium-sized  pea.  The  upper  lobes  showed  no 
dilatation  of  the  bronchial  tubes,  but  small  patches  of 
})roncho-])neunionia  were  present.  On  microscopical  exami- 
nation, the  lower  lobes  showed  no  general  fibrosis.  There 
was  consideral)le  increase  of  fil)rous  tissue  with  destruction 
of  alveoli  iniiiie<li:it('ly  around  the  dilated  bronchial  tubes, 
but  for  the  most  part  the  intervening  lung  substance  was 
unaffected  except  that  recent  broncho-pneumonia  was 
present.  A  very  noteworthy  feature  of  this  case,  which  1 
have  seen  in  other  cases  of  dilated  l)ronchial  tu])es  in 
children,  was  great  thickening  of  the  blood-vessels,  due 
apparently  to  chronic  infiamniation  of  the  ])erivasculai' 
lymphatic  s])aces. 
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The  next  two  cases  were  met  with  in  the  post-mortem 
room  of  the  Bristol  Royal  Infirmary. 

Case  3. — A  boy,  aged  1  year,  was  admitted  into  the 
Bristol  Royal  Infirmary  on  Novemlier  the  '21st,  1902,  nnder 
the  care  of  Dr.  Shaw.  He  had  suffered  from  an  attack  of 
measles  four  months  before,  and  since  that  time  a  cough 
had  always  been  present.     He  had  been  worse  during-  the 


Fig.  29. — Photograph  of  a  section  of  the  rig-ht  hmg-  from  Case  3. 


week  before  admission.  Wide-spread  lironchophony  was 
present  over  the  right  side  of  the  chest  but  loudest  over  the 
upper  lobe,  where  cavernous  sounds  were  also  present.  The 
temperature  oscillated  between  100°  F.  and  102°  to  108°  F. 
The  child  died  fifteen  days  after  admission.  At  the  autopsy 
marked  dilatation  of  the  lironcliial  tubes  was  present  in 
both  lungs,  but  chiefly  in  the  upper  lobe  of  the  right  lung, 
and   to  a  less   extent  in  the  lower  lobe  of  the  left  luno- 
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The  cut  surfaces  of  the  lungs  were  dotted  over  with  cavities 
of  various  sizes,  some  of  Avhich  were  large  enough  to  hold 
a  good-sized  pea,  even  in  the  right  upper  lobe  close  under 
the  pleural  surface.  Some  patches  of  consolidation  were  also 
present.  In  the  following-  case  the  dilatation  of  the  bronchial 
tubes  was  of  the  same  character,  but  much  less  extensive. 

Case  4. — A  boy,  aged  17  months,  was  admitted  into  the 
Bristol  Eoyal  Infirmary,  under  the  care  of  Dr.  "Waldo,  with 
raised  temperature,  rapid  respiration  and  pulse,  and  died  a 
few  hours  later.     He  was   said  to  have  been  ill  since   an 
attack  of  measles  three  months  before.     At  the  autopsy  the 
left  lower  lobe  was  found  to  be  adherent  to  the  chest  wall  and 
the  pleura  was  greatly  thickened  where  the  lung  was  adherent 
to  the  diaphragm,  measuring  at  some  places  fully  a  cpiarter  of 
an  inch  in  thickness.     The  bronchial  tubes  throughout  the 
lobe  were  markedly  dilated  and  their  walls  thickened.     In 
some  places  thickening  of  the  smaller  blood-vessels  could 
also  be  seen.     Amongst  the  dilated  tubes  were  patches  of 
recent  consolidation.     The  rest  of  the  lung  and  the  whole 
of  the  right  lung  were  quite   healthy  and  free  from  dila- 
tation of  the  bronchial  tubes.     Earlier  in  the  year  1902  I 
had  met  with  a  case  in  the  post-mortem  room  where  dilatation 
of  bronchial  tubes  in  the  lower  lobes  was   so   well-marked 
that  I  made  a  sketch   of  the   condition  found.      On  look- 
ing   up  the  clinical    notes  I  found  it  merely   stated    that 
the  boy,  Avho  was  aged  14  years,  had  heen  ill  for  nine  years. 
I  therefore  paid  a  visit  to  the  parents,  who  gave   me   the 
following-  interesting  history.     After   I  had  mentioned  in 
the  form  of  a  question  that  the  notes  stated  that  the  boy 
had  been  ill  for  nine  years,  I  received  as  a  reply,  "Yes, 
and    he    had    measles    five    times."     Further   questioning- 
seemed  to  show  this  to  be  true.     The  boy  had  measles  when 
three  years  old  ;  and  again  when  four,  at  a  time  measles 
was  present  in  the  house  of  friends;  there  was  a  third  attack 
at  the  age  of  seven,  when  one  sister  was  suffering  from  an 
attack  of  measles;  and  again  when  aged   nine,  two  other 
sisters  havino-  this   time    brouo-ht    the   disease  home   from 
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school.  Lastly,  he  suffered  for  a  fifth  time  when  aged 
thirteen  during  an  epidemic  of  measles  in  Bristol. 

Whether  the  apparently  definite  association  of  the  dila- 
tation of  the  bronchial  tubes  with  measles  in  these  cases 
has  been  merely  a  coincidence,  or  whether  dilatation  of  the 
bronchial  tubes  is  more  likely  to  follow  the  broncho-pneu- 
monia which  often  complicated  measles,  is  difficult  to  say.  I 
have  seen  dilatation  of  the  bronchial  tubes  to  slighter  extent 
follow  diphtheria,  and  also  in  two  cases  where  a  history 
only  of  repeated  attacks  of  bronchitis  could  be  obtained. 

Reference  to  the  papers  of  Carr"^  and  Sharkey  t  do  not 
seem  to  strongly  support  the  idea  that  measles  plays  a  very 
important  part  in  the  production  of  dilatation  of  the 
bronchial  tubes  in  children.  A  history  of  this  disease  is, 
however,  mentioned  in  two  of  Carr's  cases  and  one  of 
Sharkey's.  Yet,  although  one  cannot  definitely  say  that 
the  broncho-].)neumonia  of  measles  is  a  more  potent  factor 
in  causing  dilatation  of  the  bronchial  tubes  than  l)ronchitis, 
or  broncho-pneumonia  occurring  alone,  or  as  a  complication 
of  other  diseases,  the  curious  fact,  however,  that  in  four 
successive  cases  that  have  come  under  my  notice  the  disease 
of  ther  lungs  appears  to  have  dated  from  an  attack  of 
measles,  and  that  in  a  fifth  several  attacks  of  measles  have 
been  present,  seems  to  be  worthy  of  record. 

{Read  at  flip  Profindal  Meetin(j,  Brujldon,  Jidw  Hip  '20th, 
1903.) 


69.  NOTES   ON   AN   UNUSUAL    COUESE    OF    A    CASE 
OF    CEEEBELLAE   TUMOUE. 

By   ELDON   PEATT,  M.D. 

The  patient,  a  female  child  aged  14  years,  Avas  admitted 
into  the  Cardiff'  Infirmary  on  October  the  21st,  1895.     Her 

*  '  Px-actitioner,'  February,  1896,  p.  87. 

t  '  St.  Thomas's  Hosj).  Eeports,'  vol  xxii,  p.  3.3. 
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motlier  gave  a  six  months'  history  of  voinitiiig",  especially 
severe  for  two  months  at  the  beginning  of  the  illness,  stag- 
gering gait,  giddiness,  and  latterly  loss  of  sight.  Although 
only  a  Board  School  child,  she  showed  a  marked  musical 
talent.  Besides  doing  a  good  deal  of  study,  she  gave  music 
lessons  amongst  the  poorer  classes,  l)ut  of  late  had  had  to 
give  up  all  work. 

0)1  admission  she  seemed  to  be  somewhat  mentally 
l)lurred.  Fi-equent  complaints  were  made  of  headache,  and 
there  was  loss  of  sight,  double  optic  neuritis  being  very 
marked.  There  was  deafness  of  the  left  eai-,  but  no  history 
of  aural  discharge  ;  the  deafness,  however,  was  quite  recent. 
Other  senses,  carefully  tested,  were  found  to  be  normal. 
There  was  a  good  deal  of  retraction  of  the  head  and  pain 
on  tapping  the  spinal  column  all  the  way  down.  Her 
gait  was  very  staggering.  The  knee-jerks  were  absent 
and  there  was  ilo  paralysis.  She  was  unable  to  hold 
her  water  and  she  was  very  constipated.  She  got  23ro- 
gressively  worse,  headache  being  extremely  severe.  She 
seemed  to  be  rapidly  dying,  her  colour  was  very  bad,  and 
she  was  apparently  sinking  into  a  state  of  coma ;  in  fact, 
the  case  was  regarded  as  hopeless.  As  a  last  resource,  just 
three  weeks  after  her  admission  into  the  hospital,  a  seton  of 
the  old-fashioned,  broad  ribbon  kind  was  introduced 
through  the  nape  of  the  neck,  and  from  that  time  the 
change  in  her  condition  was  really  remarkable.  Grradually 
the  headache,  the  vomiting,  the  retraction  of  the  head,  and 
optic  neuritis,  and,  later,  the  obstinate  constipation  and 
giddiness,  all  entirely  disappeared.  Having  been  in  hospital 
just  over  four  months,  she  was  discharged  on  February  the 
19th,  1896,  apparently  quite  recovered  except  for  total 
blindness,  atrophy  of  Ixtth  optic  discs  having  resulted,  and 
deafness  in  the  left  ear,  and  loss  of  the  sense  of  smell, 
which,  although  normal  on  admission,  was  found  to  have 
disappeared  when  tested  during  convalescence. 

After  leaving  the  hospital  she  enjoyed  a  few  months' 
holiday,  and  then  resumed  her  studies,  eventually  entering 
the  Normnl  CoUeg-e  for  the  Blind  at  Norwood.      Here  she  so 
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far  distiiis'iiishecl  herself  as  to  obtain  an  exhibition  at  the 
Eo3'al  Academy  of  Music,  tenable  for  two  years.  Her 
sviccess,  however,  was  doomed  to  be  short-lived,  for  within 
live  weeks  of  her  leaving  Norwood  she  was  again  in 
hos])ital  with  a  recurrence  of  all  the  old  symptoms.  She 
was  readmitted  on  September  the  2nd,  1897.  The  head- 
ache was  severe  and  nearly  always  occipital ;  the  vomiting, 
constipation,  giddiness,  and  staggering  all  recurred.  A 
new  symptom  was  com])lained  of,  namely,  pain  in  the  right 
shoulder  shooting  thrcjugh  to  the  breast,  and  she  said  that 
the  pain  once  went  down  the  right  arm  so  that  for  a  short 
time  after  she  was  unable  to  lift  that  liml).  Retraction  of 
the  head  recurred  within  three  days  of  her  readmission,  and 
the  seton  was  again  introduced  into  the  nape  of  the  neck. 
The  headache,  however,  increased  in  severity.  She  became 
gradually  worse,  and  on  October  the  1st  she  fell  into  a  state 
of  droAvsiiless,  the  colour  of  her  features  being  purplish, 
and  she  suddenly  expired  that  same  evening. 

At  the  post-mortem  examination  the  head  only  was 
inspected.  The  dura  mater  did  not  present  the  normal 
uniform  shiny  appearance,  but  was  mottled  with  patches  of 
probable  old  inflammation ;  there  was  certainly  no  recent 
]neningitis.  All  the  venti'icles  of  the  brain  were  immensely 
dilated.  In  the  left  hemisphere  of  the  cerebellum  was  a 
tumour  about  the  size  of  a  walnut,  superficial  in  position, 
discrete,  rather  hard  and  yellowish  in  colour,  and  on  section 
its  centre  was  somewhat  caseous.  It  was  probably  a 
tuberculous  mass.  In  the  same  hemisphere  was  also  a  cyst, 
larger  in  size  than  the  tumour,  and  having  no  communica- 
tion with  other  parts.  The  tissues  of  the  left  hemisphere 
were  much  thinned  out ;  other  parts  of  the  brain  than  those 
mentioned  were  natural. 

Here,  then,  briefly,  are  the  facts  of  a  case  of  cerebellar 
trouble  extending  over  a  period  of  two  and  a  half  years. 
The  chief  point  of  interest  seems  to  me  to  be  the  almost 
complete  recovery  from  the  first  attack,  and  I  venture  to 
think  that  the  seton  was  at  least,  for  the  most  part,  instru- 
mental in  such  recovery,  for   the  effect,   when  the  patient 
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was  apparently  near  her  end,  was  too  marked  to  be  other- 
wise. I  think  it  ]irobal)le  that  in  that  first  attack  she  had 
also  some  meningitis,  which  would  perhaps  account  for  the 
loss  of  the  sense  of  smell,  and  for  the  loss  of  hearing  in  the 
left  ear.  Remarkable,  too,  is  it  that  she  should  have  left  the 
hospital  with  her  intellect  so  unclouded  as  to  l)e  able  a  few 
months  later  to  obtain  by  competition  a  scholarship  in  music. 
Possibly,  the  extra  strain  thus  involved  hastened  her  end 
by  renewing  to  a  severer  degree  all  the  old  symptoms  of 
the  first  attack. 

{Read  at  the  Provincial  Meetimj,  Briglitoi,  June  the  20tJi, 
1903.) 


70.  ON  A  COMMON  APPEARANCE  OF  THE  OPTIC 
PAPILLA  LIKELY  TO  BE  MISTAKEN  FOE  OPTIC 
PAPILLITIS. 

By   SYDNEY   STEPHENSON,   CM. 

When  a  physician  uses  his  ophthalmoscope  he  generally 
searches  for  a  few  well-defined  fundus  changes,  of  which 
optic  neuritis  is  undoubtedly  the  chief.  It  is  therefore 
of  the  first  importance  that  he  should  know  how  to  avoid 
any  pitfalls  that  may  lie  in  the  way  of  the  diagnosis  of  the 
latter  condition. 

Amongst  children  there  is  an  appearance  of  the  optic 
papilla  that  is  sometimes  spoken  of  as  the  "  hijin'nnetro'pic 
disc"  or  "pseiido-neuritis."  It  constitutes  in  many  cases  a 
very  serious  source  of  fallacy  in  the  diagnosis  of  papillitis. 
Its  existence,  of  course,  is  familiar  to  every  ophthalmic 
surgeon,  but  I  feel  sure,  from  my  inquiries,  that  many 
physicians  either  ignore  its  existence  altogether  or  else 
attach  too  little  importance  to  it.  The  following  figures, 
nevertheless,  go  to  show  that  "  pseudo-neuritis "  is  ex- 
tremely   common    amongst    children    generally.       I     have 
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Fig.  1. — Left  eye,  erect  image. 


Fk,.  2. — Iliybt  eyt,  erect  imaj^e. 
Cases  of  "Pseudo-neuritis"  of  the  optic  papilla.    Illustrating  Mr.  Sydney  Stei'HENson's 
paper,  "On  a  common  appearance  of  the  optic  papilla  likely  to  be  m^istaken  for  optiu 

papillitis." 
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recentlv  examined  114  children,  belonging  to  both  sexes, 
whose  ages  ranged  from  two  to  sixteen  years,  and  who 
enjoyed  good  health.  The  eyes  were  primarily  examined 
for  the  purpose  of  estimating  the  refraction,  but  in  doing 
this  I  paid  particular  attention  to  the  existence  of  the  con- 
dition in  question.  I  found  that  of  the  total  number  of  the 
children  as  many  as  26 — that  is,  22'80  per  cent."^ — pre- 
sented a  greater  or  less  degree  of  "pseudo-neuritis." 
Speaking  broadly,  then,  about  one  child  in  every  four  and 
a  half  of  those  examined  was  affected  with  "  pseudo- 
neuritis." 

The  ophthalmoscopic  appearances  of  "  pseudo-neuritis  " 
in  many  instances,  as  I  have  said  before,  simulate  those  of 
true  optic  neuritis  {ride  Plate  IV,  fig.  1).  So  much  is  this 
the  case  that  it  may  be  quite  impossible  to  differentiate 
between  the  two  conditions  upon  a  first  examination  of 
the  eyes.  Indeed,  so  striking  is  sometimes  the  likeness 
that  I  am  convinced  in  my  own  mind  that  of  many  cases 
diagnosed  as  "  optic  neuritis "  by  physicians  some  must 
really  have  belonged  to  the  spurious  group. 

The  slighter  grades  of  pseudo-neuritis  present  a  blurring 
or  haziness  of  the  nasal  edge  of  the  disc,  closely  resembling  a 
conmiencing  optic  neuritis  {vide  Plate  IV,  fig.  2).  Asso- 
ciated with  this  two  other  appearances  are  commonly  met 
with,  nameh' :  (1),  more  or  less  glistening  connective  tissue 
alongside  the  central  retinal  vessels  on  the  papilla ;  and 
(2),  some  tortuosity  of  the  retinal  arteries  and  veins  on 
the  fundus  generally.  More  pronounced  cases  of  "  pseudo- 
neuritis "  show  a  distinct  woolliness  of  the  nasal  edge  of  the 
disc,  which  is  greyer  than  normal.  In  more  advanced  grades 
still,  the  entire  margin  of  the  optic  disc  becomes  ill-defined, 
diffuse,  and  occasionally  striated,  and  the  condition  is  diffi- 
cult to  distinguish  from  a  developed  descending  neuritis.  In 
the  most  pronounced  grade  of  all,  it  becomes  difficult  or  im- 

*  It  is  rather  a  singular  coiucidenee  that  Dr.  Herbert  Carpenter 
Bristowe  ("Ophthahnic  Review,' vol.  x  (1891),  p.  321)  found  the  condition 
to  be  present  in  29  amongst  12.5  patients,  i.  e.  in  23"2  per  cent.,  or  almost 
the  same  proportion  to  that  given  above.  Some  of  his  best  marked  cases 
were  in  persons  over  30  years  of  age. 
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possible  to  say  where  the  disc  ends  and  the  fundus  begins, 
so  hypei'ceniic  and  indistinct  does  the  former  appear.  It 
will  thus  be  seen  that  while  the  slig-hter  cases  of  "  pseudo- 
nenritis  "  may  be  mistaken  for  a  commencing-  optic  neuri- 
tis, the  more  marked  cases  may  be  confused  with  a  well- 
developed  optic  neuritis.  In  point  of  fact,  the  mistake  is 
not  only  excusable,  but,  under  some  circumstances,  almost 
impossible  to  avoid.  Finally,  it  should  be  added  that 
the  change,  although  invariably  bilateral,  is  not  necessarily 
equal  in  degree  as  regards  the  two  eyes. 

A  situation  of  some  uncertainty  is  thus  created.  How  can 
we  distinguish  the  two  conditions,  neuritis  and  '"  pseudo- 
neuritis," from  one  another  '1  The  main  points  in  the  dif- 
ferential diagnosis  appear  to  me  to  be  the  following  : 
1st.  "Pseudo-neuritis"  is  a  congenital  condition,  neither 
receding  nor  advancing,  no  matter  how  long  a  case  remains 
under  observation.  True  neuritis,  on  the  other  hand, 
begins,  develops,  reaches  its  height,  and  is  then  replaced 
by  atrophy  of  the  disc  or  (in  very  rare  cases)  hj  rest  it  no  ad 
integrnm.  Therefore,  if  we  tind  that  a  lilurred  state  of  the 
optic  disc  supervenes  while  a  patient  is  under  observa- 
tion, or  if  it  becomes  more  pronounced  under  those  condi- 
tions, we  may  safely  conclude  that  we  are  dealing  with  a 
true  optic  neuritis. 

2nd.  "  Pseudo-neuritis "  of  itself  causes  no  disturbance 
of  vision,  althouo"h  some  deg-ree  of  so-called  cono-enital 
amblyopia  not  infrequently  complicates  the  case.  But,  as 
Hughlings  Jackson  long  ago  insisted,  even  advanced  optic 
neuritis  may  exist  without  compromising  sight  seriously. 
Hence,  the  mere  visual  acuity  can  scarcely  be  depended 
upon  either  way  for  purposes  of  diagnosis.  At  the  same 
time,  if  we  come  across  what  appears  to  be  a  well-marked 
optic  neuritis  co-existing  with  normal  sight,  the  presump- 
tion will  favour  "  pseudo-neuritis  "  rather  than  true  neuri- 
tis. I  have  never  met  in  "  pseudo-neuritis  "  with  those  oft- 
recurring*  and  transitory  obscurations  of  sight  that  are  so 
marked  a  feature  of  some  cases  of  optic  neuritis. 

8rd.  The    visual    field    in    o])tic    neuritis,    as    everybody 
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knows^  usually  shows  some  peripheral  contraction,  particu- 
larly for  colours,  or  it  may  be  of  the  hemiopic  type.  In 
"  pseudo-neuritis,"  on  the  contrary,  such  changes  are  never 
found.  It  is,  however,  unfortunate  that  the  tender  age  of 
many  patients  precludes  an  appeal  to  this  valuable  diagnos- 
tic point.  Still,  the  visual  field  may  be  mapped  out  with 
fair  accuracy  in  most  children  over  seven  or  eight  years  of 

4th.  The  disc,  in  true  neuritis,  is  swollen  in  all  its  dimen- 
sions, a  change  that,  if  at  all  well  marked,  reveals  itself  to 
ophthalmoscopic  examination  by  a  difference  between  the 
refraction  at  the  disc  and  in  the  yellow  spot  region  of  the 
fundus.  I  have  never  been  able  to  satisfy  myself  that  such 
a  difference  existed  in  "  pseudo-neuritis,"  even  although  to 
other  tests,  notably  the  appearance  of  the  vessels,  the  disc 
appeared  to  be  distinctly  swollen.  Accordingly,  I  am 
inclined  to  lay  great  stress  upon  this  as  a  diagnostic  point 
between  the  two  conditions. 

5th.  Hemorrhages  and  white  spots  or  splashes  are  never 
present  in  the  neighbouring  retina  in  "  pseudo-neuritis," 
whereas  they  are  often  ])resent  in  true  neuritis.  Dilated 
and  motionless  pupils,  again,  although  they  may  accompany 
the  latter  condition,  never  do  the  former.  But  in  this  con- 
nection it  should  be  remembered  that  the  dilatation  of  a 
pupil  is  connected  more  closely  with  defective  sight  than 
with  the  degree  of  optic  neuritis. 

The  exact  etiology  of  "pseudo-neuritis"  is  not  known, 
although  my  investigations  render  it  certain  that  it  is  a 
congenital  condition.  Some  authors  seem  to  regard  it  as 
the  expression  of  an  actual  hypera?mia  or  congestion  of  the 
optic  disc,  due  to  eye-strain  produced  by  hypermetropia  or 
hypermetropic  astigmatism.  Hence  the  name  the  "  hyper- 
metropic disc."  With  this  view  I  cannot  agree,  and  for 
two  cogent  reasons.  First,  if  "  pseudo-neuritis  "  is  caused 
by  hypermetropia,  it  should  be  relatively  more  frequent  and 
certainly  more  pronounced  in  the  higher  than  in  the  lower 
grades  of  that  anomaly.  The  figures  at  my  disposal,  how- 
ever, prove  that  such  is  not  the  case.     Secondly,  it  should 
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undergo  an  improvement  or  even  disappear  altogether  when 
eye-sti"ain  Avas  relieved  by  suitable  glasses,  but  I  have  often 
satisfied  myself  that  such  is  not  a  fact.  Besides,  "  pseudo- 
neuritis "  may  occur  in  association,  not  with  hypermetropia, 
l)ut  with  myopia  or  myopic  astigmatism.  If  it  is  more 
frequent  in  hypermetropia  it  is  simply  because  in  children 
that  condition  is  at  least  five  times  as  common  as  the 
reverse  condition,  myopia.  Indeed,  I  may  say  that  my 
investigations  justify  me  in  claiming  that  in  reality  pseudo- 
neuritis is  relatively  as  common  in  the  one  condition  as  in 
the  other.  The  foregoing  considerations  lead  me  to 
renounce  the  name  of  the  "  hypermetropic  disc "  uncon- 
ditionally. 

In  conclusion,  I  may  be  permitted  to  say  that  I  look  upon 
"^  pseudo-neuritis "  as  a  congenital  non-differentiation  of 
the  optic  disc,  a  view  supported  l)y  the  frequent  existence 
of  shreds  of  connective  tissue  and  also  by  the  state  of  the 
retinal  vessels. 

{Read  at  the  Provincial  Meeting,  Brighton,  June  the  20th, 
1903.) 
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